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safety in numbers 


wote mort “SUTPHATRIAD’ >= 
compound sulphonamide 


combines the high bacteriostatic activity of its three constituents, and, in therapeutic 
dosage, the risk of renal damage from crystaliur‘a is practically negligible. 
For the initiation of sulphonamide therapy 


The parenteral administration of ‘SOLUTHIAZOLE’ is indicated for 
initiating therapy in acute cases, and where the condition of the patient renders 
the oral administration of sulphonamides difficult or impossible. 


*SULPHATRIAD ° tablets are supplied in containers of 25, 100 and 500 
in containers of 4 fl. oz. 


supplies 
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For contents of this issue see overleaf 























ROA WL EINIE-Olt, 


in 


Upper Respiratory Infections 


The common cold, sinusitis, tonsillitis and other 
inflammatory conditions of the nose and throat lead 
inevitably to the swallowing of infected exudates. 


The digestive tract, deranged by toxins, bacteria 
and fever, is ill-prepared to receive them. 


The routine use of Kaylene-ol on these occasions 
does much to normalise the gastric and intestinal 
functions, and to nullify the harmful effects of noxious 


discharges. 


DOSAGE 
~ | to 4 drachms of KAYLENE-OL night and morning, 


KAYLENE, LIMITED 


WATERLOO ROAD, LONDON, N.W.2. 
Sole Distributors: ADSORBENTS, LTD. 
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PRE-NATAL DIET 


and the course of PREGNANCY 


The normal functioning of the reproductive organs 
during pregnancy depends, among other things, upon 
an intake of vitamins and minerals. 

Medical opinion is gaining ground that an increased 
quantitative requirement for vitamin B is indicated in 
late pregnancy and the early puerperium. Its admin- 
istration during the period before childbirth has 
resulted in less vomiting and nausea and in marked 
improvement in the nutritional value of the breast milk. 
In order to assure the building of the foetal bones 
in utero and a supply of a necessary constituent of the 
breast secretions, the importance of calcium is also 
established. 

In Supavite Capsules the practitioner has at hand a 
combination of these and other essential vitamins and 
minerals in scientifically balanced form of particular 
value in maternity cases. 


SUPAVITE 


CAPSULES ssaiaes 
THE ANGIER CHEMICAL CO. LTD. 86 CLERKENWELL RD. LONDON, E.C.1 


The value of the constituents of 
*“Supavite’ in prepnancy may be 
summarised as follows : 

Vitamin A Assists growth. Anti- 
infective and anti-xerophthalmic. 

Vitamin B; Assists growth. Aids func- 
tions of the gastro-intestinal tract 
and the nervous system. 

Vitamin B2(G) Maintains nervous 
stability, healthy skin. Assists 
digestion. 

Vitamin C An adjuvant in lacteal 
secretions. 

Vitamin D Maintains calcium-phos- 
horus balance in the blood. 
obilises bone-forming substances. 

Vitamin E The fertility or anti-sterility 
vitamin. 

Nicotinamide Essential for the health 
of the skin and alertness of the brain. 

Iron For correcting tendency to anemia. 


Calcium An aid to formation of foetal 
skeleton and enrichment of breast 
milk. 

Phosphorus Necessary in general 
metabolism and the nutrition of the 
nervous system. 
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THE ANTI-ANAEMIC FACTOR 
INDEPENDENT OF LIVER SOURCES 


Glaxo research, responsible for the first isolation of vitamin Bj; 
in Britain ... harnessed to Glaxo experience in the large-scale 


manufacture of antibiotics ... resulted inthe production of this 


potent, standardised concentrate of the anti-anaemic factor ... 


Cytamen VITAMIN Biz CONCENTRATE 


Two strengths: 20 micrograms and 50 micrograms per cc. total 


vitamin Bi2 content, as determined by microbiological assay. 


GLAXO LABORATORIES LIMITED, GREENFORD, MIDDLESEX. BYRon 3434 








THE PRACTITIONER 














A New “ Practitioner’’ Handbook 
NOW READY 


PAIN & ITS PROBLEMS 


Demy 8vo. 194 pp. 12/6 net. 

Eighteen leading authorities have contributed chapters which deal clearly 
with pain in the different systems of the body, thereby providing a practical 
handbook for the practising clinician. 

* 
ALSO AVAILABLE 


SKIN DISEASES IN GENERAL PRACTICE 
By F. RAY BETTLEY, T.D., M.D., F.R.C.P. 
Demy 8vo. 260 pp. Nearly 100 plates. 21/- net. 
“* This practical handbook should be of real service . . . Will help the 


practitioner with both diagnosis and treatment . . . The illustrations are 
first-rate and the text is concise.” The Lancet 


EARLY RECOGNITION OF DISEASE 
BY 15 AUTHORITIES 
Demy 8vo. 136 pp. 10/6 net. 

‘** These clear and authoritative chapters could hardly be bettered .. . 
practitioners will certainly read with gratitude the chapter on the principles 
of neurological diagnosis, and those on cardiac and respiratory diseases.” 

The Lancet 
MINOR SURGERY 


BY 19 AUTHORITIES 


Demy 8vo. New Edition. 206 pp. 34 illustrations. 14/- net. 


“4 first-class production whose field of usefulness should certainly extend 
far beyond the confines of the general practitioner and resident to whom it 
is dedicated.” British Journal of Surgery 


* 


COMING DECEMBER 
DISEASES OF THE HEART AND CIRCULATION 
By PAUL WOOD, O.B.E., M.D., F.R.C.P. 
Royal 8vo. 624 pp. Nearly 300 illustrations. 70/- net. 


Published by Eyre & Spottiswoode in conjunction with 
** The Practitioner ” 
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— as — NEW AND VALUABLE—— 


HUMAN & VETERINARY TOXAMIAS OF DIBLE & DAVIE’S PATHOLOGY 
PREGNANCY: A Ciba Foundation Symposium By J. HENRY DIBLE, M.B., F.R.C.P. Third edition 
Edited by |. HAMMOND, MA., D.Sc., F.R.S., 417 illustrations, including 9 colour plates S4s. 
F. j. BROWNE, M.D., D.Sc., F.R.C.S., and G. E. W 
WOLSTENHOLME, 0.8.£., M.B. 93 illustrations — ADVANCES IN PHYSICAL MEDI- 


2Is. 
A SHORT TEXTBOOK OF RADIOTHERAPY Ediced by FRANCIS }. BACH, P1.A., 11.0.. O.Phys 
Med. 93 illustrations 27s. 6d. 


FOR TECHNICIANS AND STUDENTS 
By j|. WALTER, MA. BM. D.MR.E., and H RECENT ADVANCES IN PHARMACOLOGY 
MILLER, M.A., Ph.D., Finst.P. 199 illustrations. 28s. By }. M. ROBSON, M.D., D.Sc., F.R.5.Ed., and 


RECENT ADVANCESIN OPHTHALMOLOGY C. A. KEELE, M.D., F.R.C.P. 46 illustrations. 24s. 
By Sir STEWART DUKE-ELDER, K.C.V.0., MA., RECENT ADVANCES IN SOCIAL MEDICINE 


D.Sc., Ph.D., M.D., F.R.C.S., and A. J. B. GOLD- 
SMITH, M.B., F.R.C.S. Fourth edition. 6 coloured { Ss Se 4D. MRCP. © - 


plates and 133 cext-figures 
Ready this month 28s. THE ESSENTIALS OF MATERIA MEDICA 
PEPTIC ULCER PHARMACOLOGY AND THERAPEUTICS 


By A. C. IVY, Ph.D DSc.. LL.D. M. I By R. H. MICKS, M.D., F.R.C.P.1. Fifth edition. 21s 


GROSSMAN, Ph.D., and WILLIAM H DISEASES OF THE BREAST 


BACHRACH, Ph.D., 210 tables and 137 
text-figures %s. By Sir CRISP ENGLISH, K.C.M.G.,F.R.C.S. 6s. 6d. 


CLINICAL ACTH: Proceedings of the First THE CARE OF YOUNG BABIES 
Clinical Conference (Chicago: October 1949) By j. GIBBENS, M.B., M.R.CP Third edition 
Edited by JOHN R. MOTE, M.D 42s. 8 plates and 5 cext-figures 5s. 





J. & A. Churchill Ltd. 104 Gloucester Place, London W.|! 











THE BRITISH PHARMACEUTICAL 
CODEX 1949 


AN AUTHORITATIVE and up-to-date book of reference prepared with 
the assistance of eight committees of experts representing all 
branches of medical and pharmaceutical knowledge and experience, 
and working under the general direction of the Council of the 
Pharmaceutical Society of Great Britain. 
The book prescribes standards for and gives comprehensive details of the 
action, uses, and methods of administration of over 1000 substances used 
in medicine — vegetable and animal drugs, synthetic chemicals, antibiotics, 
biological products. Other sections provide information on blood products, 
surgical sutures, ligatures and dressings. 


There are nearly 900 formulz of tested pharmaceutical preparations; appendices 
provide details of tests, reagents, methods of sterilisation, etc. 


This edition supersedes the 1934 issue 
Pp. xxv + 1563. Price 63s. (inland postage !s.) 
Remittance with order is requested 


THE PHARMACEUTICAL PRESS 
17 BLOOMSBURY SQUARE, LONDON, 
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Organised by the management of the Exhibition of the I7th International Congress of Medicine 





WILL BE HELD IN THE 
NEW HALL OF THE NEW HORTICULTURAL SOCIETY 
WESTMINSTER, LONDON, S.W 


November 20-24, 1950, || a.m.-6.30 p.m. daily 


Invitation cards will be sent to every registered Medical Practitioner 

residing in London and the Home Counties. Members of the profession 

desiring to visit the Exhibition who do not receive cards can obtain same 
on application to— 


The Secretary, London Medical Exhibition, 194-200, Bishopsgate, London, E.0.2 
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JUST j PUBLISHED 


TEXTBOOK OF PHYSIOLOGY AND BIOCHEMISTRY 


By veeeeees * rive H. BELL, B.Sc, M.D., F.R.F.P.S.G., F.R.S.E., J. NORMAN whist, M.D., D.Se., 
F.P.S.G., F.R.I.C., F.R.S.E., and HAROLD SCARBOROUGH, M.B., Ph.D., F.R.C.P 


930 pages 672 illustrations, several in colour Ss. 
A notable new book showing the successful collaboration between physiologist,{biochemist_and_clinician. 


Wheeler and Jack’s JOHN HUNTER 


HANDBOOK OF MEDICINE {By S. ROODHOUSE GLOYNE, M.D 


112 pp. 12 Plates. 
Seventh Edition revised by ROBERT COOPE, M_D., 
B.Sc., F.R.C.P 650 pp., 62 Illustrations 20s 


HANDBOOK OF PRACTICAL 
TEXTBOOK OF MEDICAL - BACTERIOLOGY 


SUREFRUSENCE AND A Guide to Bacteriological Laboratory Work 
uide to Bacteriologic rator 
TOXICOLOGY Eighth Edition. Second Reprint. By T. J. MACKIE, 


Ninth Edition. By JOHN GLAISTER, J.P., D.Sc., M.D., C.B.E., M.0., D.P.H., and J. E. McCARTNEY, M.D., 
F.R.S.E. 768 pp., 234 Illustrations, 85 in colour. 35s. B.Sc. 624 pp. Mlustrated 25s. 


Please write for a complete Catalogue 


E. & S. LIVINGSTONE, LTD. - TEVIOT PLACE - EDINBURGH 
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. Valuable time is lost in 
Bind searching for a particular 
Your journal, but the simple Easi- 
Copies of bind device will solve this 
“The problem. Your journals are 
ale neatly bound and easily 
Practitioner” referred to. 
Easibinders are gold lettered 
on the spine with title and 
year as desired, and form a 
very attractive library. 
Easibinders are supplied for 
The Practitioner to hold a 
volume (six issues) bound in 
maroon and blocked with 
title. Any year can be block- 
ed. Price 12s, 6d. They can also be supplied for all other medical 
journals, including B.M.J., Lancet, at 12s. 6d. each (postage rates— 
up to four binders, Is. 6d.; over four binders, 2s. 9d.). 


EAS 1B} DN 1D) 84, Newman Street, London, 
LTD W.1I. Telephone MUSeum 2141 
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BISMUTH THERAPY 


BISMUTH SALTS IN DIARRHGA 

*. . . in the intestine the protective and sedative influence of the insoluble Bismuth 
salts renders them valuable remedies for diarrhaea . . . Bismuth salicylate is decom- 
posed in the intestine . . . Thus it exerts not only a protective effect here, but also 
an antiseptic action. 

(The Pharmacology and Therapeutics of the Materia Medica, 18th edition, published by 
Cassell & Co., London, reprinted 1948.) 





*... An altogether different powder is that used in enteritis, choleras and diarrheea, 
where a protective and slightly astringent action is wanted . . . and the bismuth 
salts, such as sub-carbonate and the subnitrate, are of the greatest value in this 
regard.” 

(Practical Therapeutics, published by The Williams & Wilkins Company, Baltimore, 
reprinted 1949.) 


BISMUTH SALTS IN ECZEMA 

*. . . . “Dermatol” (Bismuth subgallate) has a reputation for its astringent and 
sedative properties.’ 

(British Medical Journal, March 25th, 1950.) 

*. . . If the skin be inflamed or raw as in cracked nipples . . . eczema, the Carbonate 
or Oxychloride in ointment form with Zinc Oxide, Lanolin, and Lard is an effective 
protective and sedative which relieves itching.’ 

(The Pharmacology and Therapeutics of the Materia Medica, 18th edition, published by 
Cassell & Co., London, reprinted 1948.) 


Note. 
National Formulary, 1949, p. 101 has the following prescription: 


UNGUENTUM RESORCINOLIS COMPOSITUM, B.P.C. 
(Ung. Resorcin. Co.) 





Contains resorcinol, bismuth subnitrate, zinc oxide and other ingredients. 


BISMUTH SALTS IN TONSILLITIS 

*... . L have administered these bismuth suppositories in a series of 40 cases from 
private practice and from the clinic for diseases of the nose and throat of the New 
York Polyclinic Hospital and have observed remarkable therapeutic results both 
in the speed and in the completeness of the amelioration of symptoms and signs.’ 
(Archives of Otolaryngology, Volume 39, No. 3, pages 259-261, March 1944.) 


*. . , Empirically the efficacy of Bismuth in the treatment of acute tonsillitis has 
been firmly established . . .’ 
(Eye, Ear ¢» Throat Monthly 24, 239-240, May 1945.) 








Booklets and full Literature gladly sent 
to Members of the Medical Profession 


BISMUTH SALTS NOW FREELY AVAILABLE 
BISMUTH RESEARCH DEPARTMENT 


MINING & CHEMICAL PRODUCTS LTD | 


Manfield House, 376 Strand, London, W.C.2 | 
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Following Mastectomy 
A SPENCER is the Support of choice 





Following mastectomy, the proper 
breast support and prothesis are of 
both psychological and medical importance. Therapeutically and structurally, 
Spencer Supports differ from other supports, because each Spencer is in- 
dividually designed, cut and made for each patient. 

As an example, the Spencer Breast Support pictured above was made after 
a description of all parts of the body to be covered by the breast support had 
been recorded—and 14 measurements were taken. 

The Spencer Breast Form—of light, porous, resilient substance—fits securely 
into a pocket of the support itself. 

Spencer Breast Supports are also designed as an adjunct to treatment of pro- 
lapsed, engorged, caked, abscessed breasts, stasis, nodules, atrophy, hyper- 
trophy and mastitis. 

For further information write to: 


SPENCER (BANBURY) LTD. 


Consultant Manufacturers of 


Surgical and Orthopedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Spencer copyright designs are original and distinctive and for more than 20 years have been recognised by 
the Medical Profession as a symbol of effective control for abdomen, back and breasts. 


BEWARE OF IMITATIONS.—Spencer (Banbury) Ltd. regret the necessity of issuing warning to beware 
of copies and imitations. Look for the Spencer Label stitched in the Spencer Support and ensure chat it is 
a genuine Spencer Support and not a so-called copy. 


Appliances supplied under the National Health Service 
TRAINED FITTERS AVAILABLE THROUGHOUT THE KINGDOM 
Copyright: Reproduction in whole or in part is prohibited except with the written permission of S(B)Ltd. 
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rs on reque st. 


The Largest 
ROLLS-ROYCE 


Stock List of Used Ca 


Showrooms: Hanover Square, W.1. MAY fair 7444. Berkeley Square, W.1. GROsvenor 5811 
Service Works: Lombard Road, Merton, S.W.19. LIBerty 7222 





THE NEW UPRIGHT STERILIZER FOR THE G.P. 


SURQUALATIC 


AUTOMATIC ELECTRIC STERILIZER 





Totally encased for safe handling 

. Heat resistant plastic jacket and 
knob. 

. Holds instruments vertically and 
separately for easy extraction. 

. Deep enough to accommodate 
bottles, etc. 

. Tray is raised when lid is lifted. 

. Lid “stepped” so that condensa- 
tion falls back into container. 

. Automatic cut-out and pilot light. 


PRICE £12 12s. 


SURGICAL EQUIPMENT SUPPLIES? “SE 


WESTFIELDS ROAD, LONDON .W.3 


Particulars fram your focal dealer 
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LOW STARCH - HIGH PROTEIN 


Grergen 
ROLLS 


for 


SALTFREE’’ DIETARIES 
(Low Sodium) 
ANALYSIS 











Protein 
2 grm. 





| Energen Roll contains : 
Carbohydrate Fat Calories 
2 grm. } grm. 19 
Sodium content not more than .006% 











ENERGEN FOO 





DS CO. LTD. (Dept. C28), BRIDGE ROAD, WILLESDEN, N.W.10 
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Please write for 
“Varicose Vein” 
Brochure, for 
further informa- 
tion about this 
support and 
“NON-STICKY” 
bandages for the 
treatment of vari- 
cose conditions 


AN ELASTIC ANKLE SUPPORT FOR 
THE CONTROL OF CDEMA 


Mr. R. Rowden Foote writes (vide ‘‘ The Practitioner,”’ May, 
1950): This elastic anklet, made of specially woven material, 
offers a progressively firm compression to the ankle by means 
of lacing. In many cases of healed malleolar ulcers the use of 
this anklet will prevent a recurrence. Especially it is of use in 
cases of ‘thrombotic ulcer’ due to a deep vein thrombosis. 
The principle of laced stockings was well recognised 300 years 

ago (Salmon W., 1699, Ars Chirugica, London) and the 


“Th modern equivalent is undoubtedly of great use as an ad- 


7 ditional weapon in the control of varicose ulceration. 
Sa, Made exclusively by 
SZ JOHN BELL 


& CROYDEN 


The Surgical Appliance Dept 
WIGMORE STREET, LONDON, W.! 
Telephone : Welbeck 5555 Telegrams: Instruments Wesdo, London 
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IN RHEUMATOID CONDITIONS 


where intestinal infection is suspected 


It is generally agreed that, in a considerable proportion 
of rheumatoid cases, intestinal infection is a pre-disposing 
or exacerbating factor, and that the combating of this 

COMPOSITION :— toxaemia is an essential part of treatment. 


_p 
ene yew Clinical experience has shown that T.C.P. B, 
0.034%; Bismuth Sali- | Colloidal Emulsicn can be prescribed with confidence in 
cylate §.75%<3 Colloidal —_ such cases. This intestinal antiseptic is effective in restor- 
seater ooo ing a normal intestinal flora, and its colloidal kaolin 
10.4% ; Phenolphtha- content renders it a pleasant and soothing form of treat- 
lein 0.10%. ment. Administration can be continued over a prolonged 
period, if necessary, as the preparation is free from any 
harmful cumulative effects in the system. 


T.G.P. 8; counorpan EMmuuston 


Literature supplied on request to: 
BRITISH ALKALOIDS Ltp., 106, OLD Broap Sr., LONDON, E.C.2. 
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Prompt Lasting 
SUBJECTIVE OBJECTIVE 
Relief Benefit 


Roter Gastric Ulcer Tablets 


ROTER-TABLETS bring a new efficiency to the therapy of peptic ulcer. 


Not only do they maintain gastric acidity within normal limits, thus accelerating 
healing of gastric 2nd duodenal ulcer; but— 


They also exert a favourable influence on gastro-intestinal functior. 
ROTER Therapy has the great advantage of being ambulatory, has no undesirable 


side-effects; is frequently effective in cases resistant to other types 
of therapy. 


You are invited to write for full information and a clinical trial supply. 


F.A.I.R. Laboratories, Limited. 
183 Heath Road, Twickenham, Middlesex. 























ANNOUNCEMENTS 
RR ae 


‘In spite of himself his fingers would 
move to his pitted cheeks until he 
became conscious of what he was doing 
and put his hands down.’ 


J]. STEINBECK: THE WAYWARD BUS 





‘Eskamel’... 


a significant advance in acne treatment. 
; 


The adolescent patient, pitifully trying to hide with his hand . 


the unsightly acne lesions on his face—the ‘Acne Salute ’—suffers from 4 
skin condition which causes permanent psychologi¢al as r as 


physical disfigurement. In ‘Eskamel’, the active nts—sulphur 
and resorcinol—are incorporated in a new type of vehicle which enhances 


their therapeutic activity by facilitating intimate contact with the lesions. 





Flesh-tinted and non-greasy, ‘ Eskamel’ is virtually invisible 


in use and, therefore, ensures the ready co-operation of the patient. 


IMPORTANT FORMULA 
* Eskamel" should be prescribed in 1-oz. . 4 j 
tubes or multiples thereof. This pre- Resorcinol 2% Sulphur 8%, 
paration is designed to dry quickly, and in a stable free 
to prevent evaporation it is issued in 2 
specially lined 1-oz. tubes. ioe 


e 


‘4 
Further details at Stand No. 148 London Medical Exhibition— 20th fo 24th November 


MENLEY & JAMES, LTD., 123 COLDHARBOUGLANE, LONDON, S.E.5 
for Smith Kline & French International Co., owner of the trade mark ‘ Bskgaine!’ 
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(Chioramphenicol,’P., D. &5Co.) THE,NEW ANTEBIOTIC 


Some Outstanding Characteristics 


Orally Effective 

Distribution of «Chloromycetin’ is under the control 
Well Tolerated of the Ministry of Health and its use is at present 
limited to: suspected cases of ornithosis, proved 
A Crystalline Substance cases of undulant fever (brucellosis), lymphogran- 
uloma venereum, typhoid fever, paratyphoid fever 
Produced S yn theticall y (severe), Salmonella septicemia and acute laryngo- 
tracheo-bronchitis in infants 











Wide Therapeutic Range 
Rapid in Action PARKE, DAVIS & CO. 


, — HOUNSLOW, MIDDLESEX 
In vials of 12 capsules Inc. U.S.A., Liability Ltd. Telephone : HOUnslow 2361 











WHEN YOUR 
ADVICE IS 


‘don’t’ climb 
tairs’ | 
— “ ; SURGEONS 
and NURSES 


Made by: Robinson & Sons 
Led., Wheat Bridge Mills 
CHESTERFIELD 


BACTERIOLOGICALLY TESTED AND 
SPECIALLY DESIGNED FOR THE 
PREVENTION OF DROPLET INFECTION 


, | After many bacteriological experiments this mask was 
SHEPARD | designed to arrest all droplets from the mouth and 
O Mm nose, and so to prevent contamination during operation. 

The “‘Cestra’’ Mask consists of 4 layers of fine dental! 


gauze. ly: - securely — the chin, oe an air 
. : - gap at the sides, is comfortable to wear for leng 
Easy to Install Simple_to Operate periods and may be easily sterilized. 


* Economical to run * 
Information obtainable from : Obtainable from Chemists and Medical Stores 


HAMMOND & CHAMPNESS LTD. Nien” eieanine® lens dig: 224023! 


Gnome House, Blackhorse Lane, London, E.17 
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A NEW TREATMENT 


FOR 


SENILE VAGINITIS 


Hospital trials of Tampovagan containing stilbcestrol and sulphathiazole have been so 
successful that it has been decided to introduce a new Tampovagan pessary. Oral 
cestrogen therapy, formerly used in the treatment of these cases, often caused dis- 
tressing side effects such as nausea, vomiting, etc., but with this modern Tampovagan 
therapy a quick maximal local effect is achieved without any unnecessary general effects. 
The dose (0.5 mgm. stilbcestrol) is advocated by most authorities. Each pessary contains 
0.5 mgm. stilbeestrol and 0.25 gm. sulphathiazole. 


THE TAMPOVAGAN RANGE 


(a) Tampovagan with lactic acid, 5%. (e) Tampovagan with penicillin. 

(b & c) Tampovagan with ichthyol, 5%, and ichthyol, (f) Tampovagan P.S.S. (penicillin, sulphanilamide 
10%. and sulphathiazole). 

(d) Tampovagan with choleval |°,. (g) Tampovagan with stilbcestrol and sulphathiazole. 


Packages of 12 50 and 100 


CAMDEN CHEMICAL COMPANY LTD 
61 Gray's Inn Road, W.C.| 

















THE ‘‘ HOLBORN” 
OBSTETRIC CASE 


Registered Design. No. 801572, in smooth 
brown hide, 18 in. x 8 in. x 11 in. high, with 
separate compartments for instruments and 
sterilizer. 
CONTENTS: 

List A—*Anderson’s midwifery forceps, stainless 
steel, in sterilizable pouch; seamless sterilizer 
16 in. x 4 in. x 3 in., with stand and lamp; 
anaesthetic mask; chloroform drop bottle; soap 
and nail brush in metal box; bottle of sterilized 
silk, hypodermic syringe and needles in spirit- 
proof case; two bottles in nickel-plated case, 
1 oz.; two bottles in nickel-plated case, 2 oz.; 
three Martin's perinaeum needles; Carton's 
mucous catheter; metal female catheter; 
Batiste bag, containing waterproof apron and 
rubber gloves; pelvimeter; foetal stethoscope. 
*Extra for forceps with axis traction, £3 10s. Od. 
List B.—Blunt hook and crochet, stainless steel; 
Greenhalgh’s ovum forceps—stainiess steel; 
Churchill's craniotomy forceps, stainless steel; 





w2080 


Denman’s perforator, stainless steel; intra- W2080 Case in brown hide, fitted 

uterine tube, uterine curette, flushing; glass as List A - me ne £28 23 
vaginal pipe; Sims’ uterine sound; Playfair's > : 

probe; Smith's obstetric helper; spring bal W2081 Ditto, fitedasList AandB £41 3 9 
and hammock; dressing scissors. W2082 Case only .. as - £12 10 6 











THE HOLBORN SURGICAL INSTRUMENT CO. LTD. 


15, CHARTERHOUSE STREET, HOLBORN CIRCUS, LONDON, E.C.! 
Tel: HOLbern 2268 (2 lines) 
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‘TRILENE? iz obstetrics 


TRADE MARK Trichloreethy lene 


Widely used as an analgesic and 
anaesthetic, ‘Trilene’ has valuable 
advantages in obstetrics for reliev- 
ing the pain of labour. 


# Produces and maintains an ade- 
quate and constant plane of 
analgesia. 


* Safe for mother and child. 
% Swift recovery without ill-effects. 


*% Administered with simple and 
portable apparatus. 


%* Inexpensive in use. 


Containers of 250 c.c., 500 c.c. 


Crushable ‘ampoules of | ¢.c., 
boxes of 5. 


A les of 6 c.c. in containers 
i) L$ and 25. 





Literature and further information 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


A subsidiary company of Imperial Chemical Industries Limited WILMSLOW, ape 
” — .199°2 
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M I L O as an alternative to the 


mid-morning and night-time cup of milk 








Milo is an easily-digestible combination of full-cream milk, malt, 
sugar and cocoa, with added yeast, calcium and phosphates. Not 
only does Milo provide extra calories in each cup of milk, but 
its content of minerals and vitamins helps to ensure that the 
patient is receiving a diet adequate in these factors. 


Milo is indicated in all conditions where the daily intake of calories 
needs to be increased, particularly when a normal diet is inadequate. 
Milo is therefore of value not only in illness, post-operational 
conditions and pregnancy, but also during convalescence as well 
as for growing children. Milo’s agreeable chocolate flavour is 
well appreciated during a milk diet, and has established it as a 
favourite with all patients as the mid-morning and night-time drink. 


MILO FOOD-DRINK. Composition 


Full-cream milk solids . ‘ : - 31.8% 
Malt solids. ‘ , , : - 32.3% 
Sugar . ; : i : ; . 18.9%, 
Cocoa . , . ‘ R - Bg.g% 
Yeast solids, Magnesium _ glycero- 
phosphate, Calcium, Magnesium and 
Sodium phosphates . ; - 85% 


MILO is made by NESTLE’S 
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“WB°ADAPRIN 


TABLETS 
for the prevention and treatment of 


CHILBLAINS 


One ADAPRIN tablet taken three or four times daily usually effects relief 
within a short period and recurrence of the symptoms can generally be 
prevented by the administration of one or two tablets per day. ADAPRIN 
is a combination of the Vitamin K analogue (Acetomenaphthone 10mgm.) 
and Vitamin PP (Nicotinamide 50mgm.) in tablet form, suitable for the 
effective treatment and prevention of chilblains. ADAPRIN tablets are 
non-toxic and can be of additional value in supplementing any deficiencies 
of Vitamin K or Vitamin PP in the patients’ diet. 








Detailed information available on request. 
WARD, BLENKINSOP & CO. LTD. 


6 HENRIETTA PLACE, LONDON, W.1 
TELEPHONE : LANGHAM 3185 © TELEGRAMS : DUOCHEM, WESDO, LONDON 


SEDATIVE MEDICATION 


ale. for Children & Adults 
“RHYSO-VAL 
VALERIAN DRAGEES 


A synergistic combination of pure valerian extract 
and minimal doses of carbromal B.P.C . producing 
an enhanced therapeutic effect. Free ‘from odour 
or taste, each dragée contains valerian extract 
equivalent to 30 minims Tinet. Valerian B.P.C. 
and carbromal B.P.C. 4 gr. 

*% FREE FROM BARBITURATES 

%*% NO SECONDARY REACTIONS 

*% NO CUMULATIVE EFFECT 

* NO KNOWN CONTRA INDICATIONS 


Medical literature and samples on request 
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COATES & COOPER LTD 


PYRAMID WORKS 
WEST DRAYTON MIDDLESEX 
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The advantages of 


“PROCID” 


in the local treatment of 


OTITIS 


By virtue of the following properties, “ Pro- 
cid” preparations of sodium propionate are 
valuable in the local treatment of many 
forms of Otitis Media and Otitis Externa: 


¢ Effective against a wide range of bacteria 
and fungi. Their efficiency against B. 
pyocyaneus is particularly noteworthy. 
Non-toxic, non-trritant and virtually free 
from sensitization effects. 


Stable during storage and economic in use. 


Therapy may be instituted by means of: 

*PROCID*’ SOLUTION—a neutral, sterile solution 
containing 10°%, sodium _ propionate. 
Available in } fl. oz. bottles with dropper. 

“PROCID” OINTMENTS—stable, water-miscible 
ointments containing 5%, and 15°, 
sodium propionate. Available in tubes 
of 1 dr. and 1 oz. 


¢ Comprehensive literature will gladly be supplied on request : 


HARKER STAGG LTD 


8 St. George Street, Hanover Square, W.1. Tel.: May 4323 
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HEN as with penicillin, the efficacy of a drug 
is universally accepted, its presentation and 
ease of administration then assume importance. 

The ‘Distaquaine’ range of preparations of 
the procaine salt of penicillin, specially designed 
to make penicillin therapy more convenient to 
practitioner and patient, is an important addition 

to materia medica. 


‘DISTAQUAINE’ G 


the original British procaine salt of penicillin for 
use as an aqueous suspension 


*‘DISTAQUAINE?’ FORTIFIED 


brand 
procaine salt, plus potassium salt of penicillin for 
use as an aqueous suspension 


*‘DISTAQUAINE?’ SUSPENSION 


procaine salt of penicillin in ready-prepared aqueous suspension 


Distributed by 
ALLEN & HANBURYS LTD. BRITISH DRUG HOUSES LTD 
BURROUGHS WELLCOME & CO. EVANS MEDICAL SUPPLIES LTD 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD 


* Distaquaine,’ trade mark, the property of the manufacturers 


Manufactured by 


al HE DISTILLERS COMPANY, 


LIVERPOOL 
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T all who are interested 
its effects, 
its uses, its possibilities — the 


in lodine 


Chilean Iodine Educational Bureau 
offers information and advice. 
Reviews of selected aspects of 

lodine usage are available, including : 


DISINFECTION OF DRINKING WATER 


WORLD GOITRE SURVEY 
IODINE AND PLANT LIFE 


RHEUMATISM AND ARTHRITIS 


Every endeavour will be made to meet your 
requests for information. There is no charge 


a 
ly = 


Chilean lodine Educational Bureau 


21, Stone House, Bishopsgate, London, £.C.2 





* 





(NEC ENTHE ) 





the safest and best preparation of opium 
Nepenthe contains al! the constituents of 
opium and has been prescribed for over 100 
years. it has been found by generations of 
practitioners to be the best preparation of 
opium, as it does not cause the unpleasznt 
after-effects usually attributed to opiates. It 
can be given over a considerable pericd and 
the effect remains invariably constznt. 


Packed in 2-oz., 4-o0z., 8-oz. 
bottles, and for injection in 
capped bottles, sterile, 


and 16-oz 
}-oz. rubber 
ready for use. 


CFERRIS ) 


& Co., Ltd. 
BRISTOL 


Telephone Bristol 21381 
Telegraphic Address FERRIS, BRISTOL 

















THE 


“COLLISON” 
INHALER 


ASTHMA 
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First Month's Hire 
£2 2s. Od. 
Second & following do. 
£1 Is. Od. 


THE INHALATION INSTITUTE 
87 ECCLESTON SQ., LONDON, S.W.1 
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shoes by START-RITE 


These cross-sections show the built-in 
wedge in position and the buttressed heel. 
The thickness of the wedge is {" or 4° 
according to size of shoe. 

For names and addresses of the Start-rite 


dealers from whom ‘ Inneraze’ shoes can be 
obtained please write to:— 


*Inmneraze” shoes for children are to the 
Orthopedic Surgeon as commercial sufures to the 
general surgeon. 

Supplied on medical prescription only, they 
incorporate the necessary surgical alterations for 
the treatment of flat feet (pronation) . . . by 
means of in-built wedging. The wedge is 
integral part of the shoe, and is located between 
the inner and outer sole. These alterations are 
uniform . . . avoid shoe distortion and consequent 
uneven wear . do not mar the appearance of 
the shoe. 

The Surgeon is relieved of the necessity for 
checking up that the “ alterations” are those that 
are needed, and of time-consuming supervision 
after each repair. 


The Managing Director, James Southall & Co. Ltd., 
34 St. George Street, Hanover Square, London, W.1. 
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FD OST 1M 


700 YEARS! 


No investor has lost 

one penny in this Society 
since it was founded in 1850 
" =one hundred years ago. 
To-day the Society offers 24% 
net on investments from 


£1 to £5,000. 


Isle of 


THANET 


BUILDING SOCIETY 
ASSETS EXCEED £7,500,000 


HEAD OFFICE : RAMSGATE 
LONDON OFFICE: 99, BAKER ST., W.! 





IN SAFE HANDS 


The man who has appointed the Westminster 
Bank to be his Executor or Trustee can, with 
truth, say that the well-being of his family 
will be in safe hands. The Bank will carry out 
his wishes faithfully, bringing to its task a fund 
of business experience beyond that possessed 
by any private individual; it will administer 
its trust with complete integrity; and—more 
important, perhaps, than any of these—it 
will at all times show a very sympathetic 
consideration towards those whose affairs are 
left in its hands. Inquiries will be welcomed 
at any of the Bank's branches 


WESTMINSTER BANK LIMITED 
Trustee Department: $3 THREADNEEDLE ST., B.C.2 
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New Highly-Soluble 
Sulphonamide 


WE have pleasure in announcing that arrangements 
have been made to introduce a new, highly 
soluble sulphonamide w hich has proved of great 
therapeutic value in numerous clinical trials, 
covering the following indications : 
Urinary infections Systemic infections 
B. proteus Meningococci 
E. coli Pneumococci 
B. pyocyaneus Streptococci 
A. aerogenes Staphylococci 
Paracolon, etc. H. influenzae, etc. 


The chief advantages claimed are : 


(_ High solubility ) 


and consequently little danger of renal bloc king 








Low toxicity 





and a low incidence of side-reactions 


(_ No need for alkalis ) 


even when administered in very large doses 











Available under the trade-mark 


‘GANTRISIN’ 


Trade Mark 


3:4-dimethyl s-(p aminobenzene-sulphonamido )-isoxazole 


in Tablets of o.¢ g., issued in 


bottles of 20 and 1oo. 


For further information please apply to The Medical Department 


ROCHE PRODUCTS LIMITED 
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ay aside life-harming heaviness, 


and entertain a cheerful disposition. 


KING RICHARD II. 


The use of ‘ Dexedrine ’—even in the juvenile—for overweight 
is accepted therapy. By controlling the appetite it overcomes 
the difficulty of maintaining the necessary but irksome dietetic 
restriction, and moreover counteracts the depression which frequently 
accompanies a low calorie diet. 


‘ Dexedrine’ may be safely employed in cases of diabetes 
and hypertension, when loss of weight may favourably 
influence ultimate prognosis. 


‘Dexedrine’ Tablets 


(each tablet contains 5 mg. dextro-amphetamine sulphate) 


Further details at Stand No. 148 London Medical Exhibition 
20th to 24th November 


MENLEY & JAMES, LTD., 123 COLDHARBOUR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owner of the trade mark ‘ Dexedrine.’ 
DP110 
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and what they 
have in common 


The word Syringe 
derives from the 
Greek Syrinx or 
Panpipes, the an- 
cestor of the modern 
organ 








VIM HYPODERMIC SYRINGES 


Made from tested glass of high thermal resistance; plunger and barrel 


Sole British and Empire individually mated for smooth working without leakage. Rust and corrosion- 


Distributors 


except Canada proof they are individually calibrated and can be sterilized by hot air at 


160°C. lear and permanent etched graduations. Plunger Retaining Clip 
also prevents rolling. Sizes up to 20 ml. Repair service available. 


VIM HYPODERMIC NEEDLES 


with razor sharp edges. 
Please write for illustrated price list 


— on Specially designed for use with Vim Syringes. Rust-resisting stainless steel 
. 


Head Office THE OLD MEDICAL SCHOOL, PARK STREET, LEEDS, 1 
Also at: 38 WELBECK STREET, LONDON, W.1 








SAFEGUARDING 








HEALTH 


Severe vitamin deficiencies are rarely encountered in this 
country, but there are some people who, although apparently 
healthy, exist on the borderline of malnutrition and when 
illness arises they may develop a frank deficiency syndrome 


The regular inclusion of Marmite in the diet has proved to be 
of particular value in pregnancy and in other cases where a 
deficiency of the B, vitamins may easily occur. Marmite is a 
protective food which supplies essential vitamins of the B, 

















complex. 
= 
— yeast extract 
contains 
RIBOFLAVIN (vitamin B,) 1.5 mg. per oz. NIACIN (nicotinic acid) 16.5 mg. per oz 
Jars: |}-oz. 8d., 2-oz. 1 /!, 4-0oz.2/-, B-oz. 3/3, 16-0z.5/9. Obtainable trom Chemists and Grocers 
Special terms for packs for hospital's, welfare centres and schools 

THE MARMITE FOOD EXTRACT CO., LTD., 35 Seething Lane, LONDON, E.C.3 

5010 Literature on request 
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In conditions affecting the Pulmonary Organs 


“EUPNINE VERNADE”™ 


Eupnine Vernade is a solution containing 10 per cent. of caffeine 
iodide. The active substance is dissolved in a special medium, 
the composition of which fulfils several essential conditions. It 
ensures complete stability of the caffeine salt ; it increases the 
patient’s tolerance to the drug, and it makes it more palatable. 


A condition which affects the pulmonary organs cannot, in its 
treatment, be dissociated from consideration of cardiac strain 
and the possibility of renal insufficiency. An efficient therapy 
must be one which attempts to treat all these aspects. 
INDICATIONS: Asthma, Hay-Fever, Bronchitis, Emphysema, etc., etc 


DOSAGE: Teaspoonful in a little liquid two or three times a day before meals 
Children: Proportionate to weight 


Literature and clinical samples free on request 


WILCOX JOZEAU & CO. LTD 


74-77 WHITE LION STREET ° LONDON, N.|! 

















“SEDALGESIA”.... 


A new noun? ..... . . . Maybe! 





“SEDALGESIC”.... 


A new adjective?. . . . . . . Perhaps! 


‘dormiprin 


tablets 








A SAFE “SEDALGESIC”™... DEFINITELY! 
FOR INSOMNIA AND PAIN. 


FORMULA 
¢ Carbromal BLP.C. 150 mg 1 Bromvaletone BPC Smg 
¢. Acetyisal, BP. 250 mg 
alkalised with Mag Oxid BP. to minumise gastric irr tation 


+ Carbromal and Bromvaletone are physiologically harmicss 
OPEN-CHAIN UREIDES producing none of the habit -forming 
and other clinically undesirable side-effects of the barbiturates. 
“dormiprin” has no B.P., B.P.C. or N_F. equivalent and may be freely pre 
scribed as it complies with the relevant recommendations of the Cohen Report 








Clinical samples and literature on request 


CLINICAL PRODUCTS cto. Dey RICHMOND ENGLAND 


IN EIRE. H. J. Ro MAYKHS & CO, 115 GRAFTON STREET, DUBLIN 
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A NON-GREASY NON-ADHERENT 
WOUND DRESSING 


Based on the findir.gs of Sinclair and Douglas that the local 
application of gelatin to wounds increased their healing rate. 
and the tensile strength of wounds so treated was much greater 
than control wounds. Cimlac Gauze provides a bland dressing 
incorporating sterilized Glyco-gelatin with Hexyresorcinol and Aminacrine Hydrochloride 
Reports on clinical trials indicate that remarkable results are obtained in the healing of chronic ulcers, 
wounds, burns and carbuncles, and that rapid control is obtained of infection due to Haemolytic Strep 
Strep. Viridans. Staph. Aureus. B. Pyocyaneus. B. Subtilis, and B. Proteus 
Cimlac Gauze is compatible with systemic antibiotic therapy and is packed to facilitate non-touch technique 
Hospital Pack : Boxes of 24 pieces 4” x 3) 
Prescription Pack : Boxes of !2 pieces 3 x 3 
individually packed in heat-sealed moistureproof cellulose tissue envelope. Literature and samples on request. 


FUNGICIDAL AND FUNGISTATIC 


PE 


The combination of Par achiorophénylether and Phe ylmercuric Nitrate in Calped provides rapid control 
of pathogenic fungi associated with Dermatophytoses, Tinea>PruritusAni, Pruritus Vulva and allied fungoid 
infections 

Rapid relief from itching and irritation is obtained with subsequent healing of the lesions 

Available as a cream or powder Calped can be uséd therapeutically, or as a prophylactic for Dermat- 
ophytosis in communities exposed co the risk of infection through the use of communal showers and baths 


Pack :-—CALPEO POWDER—4 oz. drums. |-lb Jars CALPED CREAM -4 oz. & | oz. tubes. |-Ib. Jars 


Literature and samples on request 


ANALGESIC AND ANTIPYRETIC 


Complete and rapid disintegration within approximately fifteen 
seconds ensures speedy relief from pain by the therapeutic action of a 
carefully balanced formula containing Acetylsalicylic Acid, Phenacetin, 
Caffein, Codein Phosphate and Phenolphthalein 
The side effects of constipation and depression often associated 
with the administration of analgesics is eliminated by che influence of 
the fractional dose of Phenolphthalein contained in Hypon, and the 
presence of Caffein which acts as an anti-depressant 
Hypon Tablets aré now being extensively prescribed for the relief of pain in Rheumatic conditions, Spastic 
Dysménorrhoea Neuralgia and all conditions where an analgesic is indicated, and as an antipyretic in cases 
of Influenza Atute Rheumatism, Tonsillitis and Coryza 


Packs: Available in bottles of 50, 125, 250, 600 and !,000 tablets. Literature and samples on request 
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A NEW TRIPLE SULPHONAMIDE SUSPENSION 


providing even greater security 


in sulphonamide therapy! 


Each teaspoonful of Reduces the incidence of crystalluria — the 
‘Cremotresamide’ contains primary factor causing renal complications in 
patients undergoing sulphonamide therapy. 


SULPHAMERAZINE Produces and maintains highly effective 
blood levels 


SULPHADIAZINE 
Provides added protection against 


intrarenal obstruction owing to rapid 
elimination after discontinuance of 
treatment. 


SULPHACETAMIDE 


Combines low toxicity, excellent 
tissue distribution and good 
therapeutic efficiency.* 


Deliciously flavoured and readily 

accepted by infants and small children. 
Supplied in bottles of 4 fl. oz. and 16 fi. oz. 
Informative literature gladly forwarded 

on request. 

SHARP & DOHME LTD., HODDESDON, HERTS. 


*Leht, D. (British Medical Journal, Sept. 9, 1950, 601) 








‘GHEMOTRESAMIDE’ 
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PROTEIN 
THERAPY 


in 
ALLERGIC DISORDERS 


Specific Senin "There PY age many advantages over the earlier forms of non- 
specific treatment for allergic disorders such as asthma, hay fever, migraine, etc. 
Allergen Diagnostic Test Solutions—Duncan are issued in simple or multiple group 
tests. Comprehensive outfits are supplied containing a 2 cc. bottle of each multiple 
test and provide a valuable method of diagnosing allergic disorders 


DUNCAN, FLOCKHART « CO. LTD, 


EDINBURGH LQNDON 











- Next Best to Breast-Milk 


Many Doctors prefer to reeoommend FRESH Cow’s 
Milk—instead of Dried Milk—for their baby patients. 
The addition of a little of Sister Lauras Food (a simple 
cereal product) makes liquid cow’s milk (undiluted) com- 
pletely digestible by even the youngest and most delicate 
infant. The minute quantity of Sister Lauras Food used 
adds little to the cost of liquid fresh milk. It makes the 
most satisfactory food available for all babies—no matter 
what their station in life. 
2/4 wish with your diftcut babs are evellable to Members of 
From all the Medical Profession. Write to Sister Lauras Food Co., 


Chemist« Ltd. (Dept. PRA 35), Springfield Works, Bishopbriggs, Near 
Glasgow. 


SISTER LAURAS FOOD 


MODIFIES FRESH MILK FOR BABIES 
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Here’s metal more attractive 


IRON in readily assimilable form is the 
metal so vital for the successful treat- 
ment of hypochromic anzmias. 


Of the iron compounds usually given 
by mouth, ferrous sulphate is generally 
recognised as the most effective. 


In ‘*Ptastruces,’ ferrous sulphate is 
presented in its most attractive form—as 
a semi-fluid in a capsule which rapidly 
dissolves in the stomach, thus ensuring 
maximum absorption. ‘ PLASTULES’” induce 
a rapid response without gastric upset. 


*Piastuces’ are available in four 
varietics : Plain; with Liver Extract; 
with Folic Acid; and with Hog’s Trade Mark 
Stomach. Hematinic Compound 





JOHN WYETH & BROTHER, LIMITED Wireth 
; Fuyeth 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 c 





Emergency 
measure.. 


The anticipated effects of glucose as an energiser and restorer are to some extent 





lost if the patient shows a degree of unwillingness to accept it. But the common 
aversion to the sickly, sometimes nauseating, taste of glucose in many of its ordinary 
forms is strikingly absent whenever LUCOZADE is offered. LUCOZADE is so palatable, so 


refreshing, that neither children nor adults ever need urging to take it as prescribed. 


An LUCOZADE 
improved form of glucose therapy 





LUCOZADE LTD*+ GT. WEST ROAD®*® BRENTFORD ®*+ MIDDX 
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For the relief of pain... 


Optalidon 


Headache 
Toothache 
Dvsmenorrhoea 
Post-operative pain 


Insomnia due to pain 


Dosage: 1-2 tablets at a time, but not more than 6 daily 


Tubes of 10. Bottles of 25. 100 and 250 tablets 


Literature and samples available on request 


SANDOZ 


Sandoz Products Ltd. 


134, Wigmore Street. London, W.1 
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How many 


The sea lion may enjoy swallowing 
large quantities of fish, but the T.B. 
patient will welcome any scheme 

to heip him with his frequent doses 
of * Paramisan’. Cachets are, 
without question, the most acceptable 
method of oral administration. ; 
Consider these advantages : 


LESS “ SWALLOWS” PER DAY. The * Paramisan’ Cachet 

contains |,5g. of Sodium para- Aminosalicylate — equivalent 

to nearly five tablets or dragees. This is of great benefit 

with a drug which must be taken in quantity over a long period. 

EASY ADMINISTRATION. The ‘ Paramisan® Cachet. previously 

dipped for a second or two in water, is surprisingly easy 

to swallow with a draught of water. Cachets can be taken in 

quick succession without any difficulty. 

CERTAIN DISINTEGRATION. The * Paramisan’ Cachet disintegrates 
quickly when swallowed. There is no danger of it passing through 
unabsorbed —a difheultvy which has been encountered following the 
administration of large quantities of coated tablets. 

NO UNPLEASANT TASTE. The * Paramisan* Cachet leaves no unpleas- 
ant taste in the mouth —a great advantage over solutions and over some 
forms of granules. 

ACCURATE-DOSAGE. The * Paramisan’* Cachet is simple to supply as an 
accurate dose, avoids waste and is undoubtedly the best way to buy and 


administer P.A-S. 


‘PARAMISAN SODIUM’ 


TRADE MARK BRAND 


SODIUM para-AMINOSALICYLATE 


PACKED IN CONTAINERS 

of 100 and 500 CACHETS 
Literature and prices available on application to: Each containing 1.5 &- 
HERTS PHARMACEUTICALS LIMITED 

Welwyn Garden City, England 

G.M.56 
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BENGUE’S BALSAM 


Menthol 20%, Methyl Salicylate 20°, in Lanoline Base 


LOCAL ANALGESIC * DECONGESTIVE 
RELAXANT 
Readily absorbed by the skin and affording almust 


immediate relief from pain and congestion 





In the treatment of Rheumatism and Fibrositis the 

external application of Bengue’s Balsam will by itself 

bring about great improvement, and as an adjuvant of 

internal medication or radio-therapy and radio-thermy it 
is therapeutically invaluable 





BENGUE & CO. LTD., Manufacturing Chemists 
MOUNT PLEASANT, ALPERTON, WEMBLEY, MIDDLESEX 
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ELIXIR GABAIL 


The Ideal Sedative in 
All Nervous Affections 


Evisirn GABAIL combines the sedative action of Bromide and Chloral Hydrate 
with the nervine and anti-spasmodic deodorised Valerianate. Pharmaccutically 
it is as pleasant and palatable as it is efficacious from the therapeutic stand- 
point, the disagreeable odour and flavour of the Valerian having been com 
pletely removed without in any way impairing its medicinal valuc. 

In Hysteria and Psychasthenia it relieves nervous excitement and produces 
a calm state of mind that is conducive to rapid recovery. It is also of 
value in states of temporary emotional excitement, in Hypochondriasis and 


Melancholia. 
Dosacs: One tablespoonful in water twice or thrice daily 
As a hypnotic: Two tablespoonfuls at bedtime. 


Supplied in bottles of 187 c.c., and 16 oz., also in Dispensing Packs of 40 oz. and 80 oz 


THE ANGLO-FRENCH DRUG CO. LTD. 
u-12 GUILFORD STREET _ :: LONDON, W.C.1 
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GCLINITEST 


TRADE MARK 


The NEW one-minute tablet test for detecting urine-sugar 


Doctors and diabetic patients WO EXTERNAL HEAT REQUIRED. The heat is self- 
appreciate the advantages of this 8*nerated by the tablet. 
convenient tablet method for CONVENIENT—PRACTICAL. All essentials fit into a 


detecting urine-sugar. Based onthe = *™all pocket-size container. 

same principles as the Benedict SPEEDY — DEPENDABLE. The test takes less than 

Test.°C ° : ‘ one minute but the sensitivity and reliability are 
est, “Clinitest’ provides a copper equal to the other standard qualitative copper 

reduction test with all reagents reduction tests. 


compressed in a single tablet. SIMPLICITY. There are three simple steps. Place 
five drops of urine in a test tube, 
add ten drops of water. Drop one 
* Clinitest * tablet into the solution 
and allow thirty seconds for re- 
action. Then compare with colour 
scale. 

















PRICES TO THE PUBLIC: 
Set, including 36 tablets - 10)- 
Refill Bottles (36 tablets) - 36 





Supplies now available through good-class chemists, or from the Sole Distributors. Approved by the Medical 
For full information and medical literature write to: : . 
Advisory Committee 


DON S. MOMAND LTD * 57 ALBANY STREET, LONDON, N.W.1 of the 
® Sole Distributors for The Ames Company, Inc. Diabetic Association 
A product of The Ames Company Inc., Elkhart, Ind., U.S.A. wes 











Variban 


ELASTIC PLASTER BANDAGES 


Variban Elastic Plaster 
Bandages are now recognised 
as the most successful in the 
treatment of Varicose condi- 
tions of the leg. They are also 
indicated for Strains, Fractures 
and general orthopaedic cases. 


CUXSON, GERRARD & CO., LTD. 


MANUFACTURING CHEMISTS - OLDBURY ~<« BIRMINGHAM 


NTE EE ET CE 
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wew Eskacillin 


a liquid penicillin for oral use 


‘ Eskacillin’ is a liquid oral penicillin 
which is unusually palatable and easy to 
administer. This new preparation 
contains crystalline potassium 
penicillin G in a deliciously flavoured and 
carefully buffered vehicle—a combina- 
tion which ensures maximum stability 
and effectiveness. 
‘ Eskacillin ’ is especially suitable for patients 
who dislike tablets and bitter mixtures 
or fear the discomfort of injections. 
* Infants have a particular claim to oral 
penicillin since they . . . should be spared the pain and disturbance 
of injections.’ Each prescription is freshly compounded 
by mixing the stable, dry penicillin with the aqueous vehicle. 
‘ Eskacillin ’ is specially buffered to maintain its potency for at 
least 7 days when kept in a cool place. Each medical teaspoonful of 
‘ Eskacillin’ contains 50,000 I.U. of crystalline potassium 


penicillin G—the same potency as the usual oral penicillin tablets. 


Available, on prescription only, in 2 fl. oz. bottles 


Further details at Stand No. 148 London Medical Exhibition — 20th to 24th November 


MENLEY & JAMES, LTD., 123 COLDHARBOUR LANE, LONDON, S.E.5 
for Smith Kline & French International Co., owner of the trade mark ‘ Eskacillin’ 
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-GLASSONA 


THE NEW 
| PLASTIC SPLINTING MATERIAL 


 ssiainahinnidichitelacdisindeielataaadad 
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the latest contribution 
to Medical advancement by 
T:-J>°* SMITH & NEPHEW LTD 
makers of 


GYPSONA & ELASTOPLAST 


‘ 
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Enquiries will be welcomed by the 
Medical Division of the manufacturers — 


T+) -SMITH &2 NEPHEW LTO HULE 
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INTRAVENOUS IRON THERAPY 


with lower toxicity 


NTRAVENOUS iron preparations have an accepted place 

in modern therapeutics, but the incidence of toxic reactions 
following their use has, in the past, made practitioners wary 
of using them routinely. Prolonged work in the Research and 
Development Departments of The Crookes Laboratories has 
resulted in the production of an intravenous iron preparation 
which, in clinical trials, has demonstrated a high utilisation 
index with almost complete freedom from toxic reactions at 
recognised dosage levels. Crookes Neo-Ferrum Intravenous 
is particularly indicated in those cases of iron deficiency 
anemia not responding to adequate doses of oral iron due to 
a failure to absorb the iron, for those cases intolerant of 
adequate oral iron dosage and certain cases of refractory 
anemia associated with chronic toxic and infective conditions 
such as rheumatoid arthritis. It is also indicated in all cases 
of iron deficiency anemia where it is necessary to raise 
the hemoglobin level rapidly. Crookes Neo-Ferrum 
Intravenous is a specially prepared sterile and stable solution 
of iron oxide standardised to contain 2% of elemental iron. 


Descriptive literature is available on request. 





CROOKES NEO-FERRUM (INTRAVENOUS) 
PACKINGS : 3 ¢.c. ampoules (each containing 100 mg. elemental iron) in boxes of 6 


Gr: CROOKES LABORATORIES LIMITED - PARK ROYAL ~- LONDON .- Nwio) 


> 


* LONDON MEDICAL EXHIBITION = 4// doctors will be welcomed at our stand — No. 122 
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GENTLE 
REGULATOR 


As the metronome regulates 
timing and rhythm in music, 
so can Agarol* serve to regulate 
bowel function. A disordered 
tempo disturbs the symphony: the harmony of the 
body is disturbed by a failure to respond to regular 
peristaltic stimulation. Agarol, a stable, odourless, 
pleasant-tasting preparation, mixes freely and uni- 
formly with the intestinal contents and provides the 
three essentials for evacuation— lubrication, mild peris- 
taltic stimulation and retention of fluid in the faecal 
column. Devoid of the violent, disagreeable effects of 
most evacuants, Agarol produces a soft, smooth, well- 
formed stool characteristic of normal bowel function. 
Through its mild action Agarol helps to re-establish 
normal iniestinal function. 





14 oz. bottles available for dis- 
pensing. Not subject to Purchase 
Tax when used on Prescription 








William R.WARNER and @.ttd Cower Road.London U 4. 


no WARNER PREPARATION HAs P\ER BEEN ADVERTISED re THE PUBLIC 
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TRADE MARK BRAND 


\-phenyl-cyclopentane-l-carboxylic acid 
diethylaminoethylester hydrochloride 


PARPANIT is a new substance for the treatment of conditions 
characterised by muscular rigidity and tremor, particularly 
Postencephalitic Parkinsonism and Paralysis agitans ; it has 
been the subject of many clinical trials, including that reported 
in The Lancet 1948, 2, 724. 


The action of Parpanit is not limited to the relief of symptoms 
of disorders of the extrapyramidal system and a trial is 
justified in all affections accompanied by an increase of 
muscle tone. 


Available as tablets in two strengths : 
PARPANIT 0.00625 grammes, in containers of 100 and 500 
PARPANIT FORTE 

0.05 grammes, in containers of 50, 250, and 1000 


Literature available on request 


PHARMACEUTICAL LABORATORIES GEIGY LTD 
NATIONAL BUILDINGS, PARSONAGE, MANCHESTER 3 








THE PRACTITIONER 





| 





all conditions of 
the respiratory tract 
characterised by 


Excessive (| 
Coughing 


TERPOIN Elixir has long 

enjoyed high reputation 

with physicians throughout Great Britain and 
overseas for the effective relief it affords in all 
conditions of the respiratory tract characterised 
by excessive coughing. TERPOIN is presented in 
a palatable syrup base of bright golden colour and 
is well-tolerated and accepted by young and old. 
It is expectorant, mildly antiseptic, sedative and 
does not induce cerebral depression. 


TERPOIN is thus indicated in the distressing and 
exhausting “night cough” so frequently associated 
with acute and chronic bronchitis, bronchial asthma 

- and pulmonary tuberculosis. Alleviation is prompt 
and restful, recuperative sleep, so valuable in the 
treatment of such conditions, is ensured. 


Clinical samples and literature 
gladly, on request. 


TERPOIN 


Anti-Tussive Elixir 


0 
0 
0 
0 
0 


HOUGH HOSEASON & CO. LTD © CHAPEL STREET - MANCHESTER 19 
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Prepared Starch Powder-Boots 


Kao 


The safe talc substitute 


The increased recognition of talc 
granuloma as a surgical risk stresses 
the need for a reliable non-silicious 
substitute for talc. 

K285 has been developed by 
Boots Pure Drug Co. Ltd. to meet 
this need. It is a safe glove lubri- 
cant for use in all surgical proce- 
dures and examinations involving 
a risk of powder entering wounds 
or body cavities. 


K285 has lubricity equal to that 
of talc, is unaffected by normal 
sterilization, and is absorbed by the 
tissues without reaction. 

Supplied in containers of 1, 7 
14 lb. or in bulk. 


Literature and further 
information from the 
Medical Department, 
Boots Pure Drug Co. Ltd. 
Nottingham, England. 
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JOHN WYETH & BROTHER LTD., 





NASAL OBSTRUCTION and in- 
creased secretion are undoubtedly 
the most distressing symptoms 
of the common cold. A prime fac- 
tor in providing for the patient's 
comfort therefore is the restora- 


tion of normal ventilation. 


*“ENDRINE’ is a well-tried pre- 


paration which contains ephedrine 














in concentrations harmless to the 
mucosa yet able to achieve ventila- 
tion for several hours. By its use 
the patient may be relieved at 
once of his symptoms and normal 


function can be restored. 


*ENDRINE ° is available in three 


varieties: Ordinary, Mild and 


Isotonic. 


*ENDRINE® Nasal Compound 


Trade Mark 


CLIFTON HOUSE, EUSTON ROAD, N.W.1 


Wyeth 
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Completely 


absorbed 











Gelatin Sponge A& H, a sterile absorbable haemostatic, has 
application in all branches of surgery, from the simple 
epistaxis encountered in general practice to the more complex 
Operations of neurosurgery. 


It minimizes blood loss when adequate hemostasis cannot 
be obtained by ligature, and will help to increase the safety 
of operative surgery in many fields. 


Gelatin Sponge A& H is pliable and may be moulded easily 
to any shape or size to meet the requirements of the occasion. 


Supplied sterile in glass containers in strips 2cm 6 cm. x 
07 cm., in boxes of six tubes each containing one piece, 
and thin wafers 2cm. x 2cm. x 0'l cm. in boxes of six tubes 
each containing six pieces. 





GELATIN SPONGE 
A&H 
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The Original and 
Standard Emulsion 
of Petroleum 


Angier’s Emulsion is made with petroleum 
specially purified for internal use. It is the 
original petroleum emulsion —the result of 
many years of careful research and experiment. 
There is a vast amount of evidence of the most 
positive character proving the efficacy of 
Angier’s in sub-acute and chronic bronchitis. 
it not only relieves the cough, facilitates expect- 
oration, but it likewise improves nutrition and 
effectually overcomes the constitutional debility 
so frequently associated with these cases. 
Bronchial patients are nearly always pleased 
with this emulsion, and often comment upon 


its soothing, “‘ comforting ”’ effects. 


Angier’s Emulsion 


THE ANGIER CHEMICAL OOMPANY LIMITED, 86, CLERKENWELL ROAD, LOMNDOR, 8.0.1. 
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FOR THE BUSY 
PRACTITIONER 


The convenience of tablet medication is un- 
doubtedly of marked value in the treatment 
of many conditions presented daily to the 


physician. 

This is particularly true of alkaline therapy, 
where * Milk of Magnesia’ Tablets are a 
frequent and everyday prescription. In the 
busy dispensary, or for providing imme- 
diate symptomatic relief while visiting 
the patient’s home, they present advantages 
readily appreciated by the practitioner. 
Quickly dispensed, accurate in dosage and 
convenient to take during working hours, 
‘Milk of Magnesia’ Tablets offer a simple 
yet efficacious means of combating gastric 
upset due to hyperchlorhydria. 


SPECIAL PROFESSIONAL PACKS 
For personal, surgery or dispensing use, a pro- 
fessional pack of ‘ Milk of Magnesia ’ Tablets 
is available, This contains 500 Tablets and 
costs 10/- (including tax) post free. Orders 
should be sent direct. 


.—‘MILK OF MAGNESIA TABLETS— 


THE CHAS. H. PHILLIPS CHEMICAL CO., LTD., 
1, WARPLE WAY, LONDON, W.3 








% ‘Milk of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 
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OPOIDINE 


is Opium in every essential respect 


but with certain advantages : 


DI contains the active constituents of Opium 


Di re) entirely soluble in water 


af; can be injected hypodermically 


af; nevet varies in composition 


Dt ij uniformly reliable and constant in action 


Wherever Opium ij indicated 
Opoidine is better 


The British Preparation of 
the total Alkaloids of Opium 


J. F. MACFARLAN & CO. 


Manutacturers of Opium Alkaloids for over a century 


109 ABBEYHILL, EDINBURGH, 8 
8, ELSTREE WAY, BOREHAM WOOD, HERTS. 


ESTABLISHED 














ANNOUNCEMENTS 

















Chilblains 
Aching Joints 
For the relief of pain and swelling in | Sore Muscles 
Mumps 


‘Rheumatic’ Pains 





Resolvent, analgesic, and non-staining, ‘ lodex’ cum Methyl 
a oe Salicyl. has proved clinically effective in the 
‘lodex’ plain is recommended; relief of local pain and swelling. The penetra- 
it is so bland that it can 
be applied without discomfort 


even to mucous surfaces. 
be massaged to be treated effectively merely by 


tive power of ‘ Iodex’ enables sites too tender to 


a liberal application covered with gauze and a light bandage. 


‘lodex’ pram 


b ] 
* lodex’ cuM METHYL SALICYL. 
STAINLESS IODINE OINTMENT 


Issued in | oz. and 40z. jars §4MPLES ON REQUEST. 
Further details at Stand No. 148, London Medical Exhibition, 20th to 24th November. 


MENLEY & JAMES, LTD 123 COLDHARBOUR LANE, LONDON, 5S.E.5 


mwners of the trade mark ‘Iodex’ 
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i aes new alternative form of Bejfortiss B-complex 


offers a very pleasant and inexpensive preparation 
readily acceptable to patients and at the same tim 
suitable tor dispensing in prescriptions. It is proving 
especially helpful in the treatment of children and 


adults who find capsules and tablets difficult to swallow 


Beeonres HLIXIR 
@ 


Chimcal sample and medical I:terature may be obtained on application te:— 


VITAMINS LTD. (DEPT. D.22), UPPER MALL, LONDON, W.6 
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THE NEW IMPROVED PRE—COOKED 


CEREAL FOOD 


CEREX is a careful blend of cereals with the addition of 
essential minerals and Vitamin D in stated amounts CEREX 
is an essential component of the diet at weaning time 


A COW & GATE TESTED STANDARDISED PRODUCT 


MAY WE SEND YOU A SAMPLE FOR CLINICAL TRIAL? 


COW é GATE MILK FOODS 


GUILDFORD 
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G@STROGENS 


FOR THE 


BREAST 


WHERE 


CARCINOMATOUS 
—INOPERABLE SENILE CASES 
Lynoral tablets 1 mgm. 


(Ethiny! Oestradiol ) 


or Oestradiol implantation 100 mgm. 


LACTATING REDUNDANTLY 
TO INHIBIT OR ARREST— 


Lynoral tablets 0.05 mgm. 
(Ethiny! Oestradiol) 
IN THE NEWBORN 


Menformon ointment 
(Oestrone B.P.) 


HYPOPLASTIC 
Dimenformon ointment 


(Oestradiol monobenzoate B.P.) 


or Oestradiol implantation 20 mgm. 


Fuller Literature on request 


Tel.: TEMple Bar 6785-6-7, 0251-2 
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ANDROGENS 


FOR THE 


BREAST 


WHERE 


CARCINOMATOUS 
—INOPERABLE CASES 


Neo-hombreol injection 50 mgm. per c.c. 


(Testosterone propionate B.P.) 


or Neo-hombreol **M ” ¢abiets (oral) 
(Methyltestosterone B.P.) 50 mgm. 


or Testosterone implantation 
100 mgm., 200 mgm. 


LACTATING EXCESSIVELY 


Neo-hombreol **M ” tablets (sublabial) 
(Methyltestosterone B.P.) 10 mgm. 


ADENOFIBROTIC (chronic mastitis) 
Neo-hombreol ointment (WEAK) 


(Testosterone propionate B.P.) 


or Neo-hombreol injection 25 mgm. per c.c. 


(Testosterone propionate B.P.) 


BRETTENHAM HOUSE, LONDON, W.C.2 
Cables: MENFORMON, RAND, LONDON Telegrams : MENFORMON, RAND 
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A. WANDER LTD., 
Manufacturing Chemists, 
42 Upper Grosvenor Street, 
Grosvenor Squere, 
London W.1. 


dhe 7h 
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LTHOUGH acetylsalicylic acid is 

one of the most popular and effective 

non-narcotic analgesics available, its 
use has frequently been discarded by the 
physician in view of the possibility of its 
irritating the gastro-intestinal tract. 
* Alasil’, however, helps to overcome this 
objection by providing the beneficial 
therapeutic effects of acetylsalicylic acid 
in such a form that it is acceptable even by 
delicate or disordered digestions. This 
tolerability is due to the fact that ‘ Alasil’ 
combines acetylsalicylic acid with ‘ Alocol ’ 
(Colloidal Aluminium Hydroxide), an 
effective gastric sedative and antacid. 
For these reasons ‘ Alasil’ is an analgesic, 
antipyretic and anti-rheumatic, which can 
be administered with complete confidence 
in all the conditions in which such an 
agent is indicated. It is so well tolerated 
that its use can be continued to the desired 
extent. 


AMlasil 


supply for clinical trial with full 
natty, literature sent free on request. 


A Product of the 
* Ovaltine’ Research Laborateries 


M321 
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in the Service. 


R The House of b amen continues to 
tion in 
e Ss @ a re tem al aur tes pro- 


ducts because strict standardization of all ingredients during manufacture is 
backed by constant control and research in its extensive research 
Laboratories. 


The Wander research chemists 
In Oual ty have made important contribu- 
tions in the fields of dietetics, 
nutrition and vitamins. Devoted constantly to the specialized study of food 
research, their wide experience and up-to-date laboratory facilities ensure 
that the quality of Malt Extract Cod Liver Oil (Wander) is of the 
highest obtainable standard—in fact, its vitamin content exceeds that of the 
analogous B.P. preparation. 
The special consideration of physicians when prescribing a malt and oil 
preparation is that of vitamin values. Comparative studies prove that to 
prescribe ““ Wander ”’ Brand is to specify malt extract and cod liver oil of 
the finest possible quality. 


Meticulous control and 
And Economy tics: icrasey 

work maintain “‘ Wan- 
der”’ Brand in the forefront of its class. Moreover, with all its special 
advantages, “‘ Wander” Brand costs no more than some malt and oil 
preparations with a lower vitamin content. And since its vitamin content 
exceeds B.P. standards, it may be prescribed without restriction for therapeutic 
purposes on N.H.S. scripts, thus:— 


IK Malt « Oil (wanper) 


A. WANDER gt ee))))!)) LONDON 
LIMITED SS a) W.1 
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The treatment continues..... 


The busy practitioner can often save the time he spends on repeated penicillin 
injections by using one of the B. W. & Co. special penicillin products. 
‘Tabloid’ brand Penicillin is administered orally and provides the simplest method of 
giving maintenance doses in systemic treatment. 
Where slow liberation of penicillin is required throughout the 24 hours, ‘Wellcome’ 
brand Procaine Penicillin Oily Injection becomes the preparation of choice. In penicillin- 
susceptible infections of the mouth or pharynx, local treatment with ‘ Tabloid’ Penicillin 
Lozenges usually proves adequate. Also available—‘ Tabloid’ Penicillin Hypodermic, 
*Wellcome’ Penicillin (Oil Wax) Suspension, ‘Distaquaine’* G, ‘Distaquaine '* 
Fortified, ‘ Distaquaine '* Suspension, and penicillin salts. 


Penicillin Products ‘B. W. & Co.’ 


* Trode Mark of The Distitiers Company (Biochemicals) Ltd 


hal BURROUGHS WELLCOME & CO. (The Wellcome foundation ltd) LONDON 
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ZALANOIDS 
L.I.R.B.M. 


combining 





Liver Extract 

Ferri et Ammon Cit 
Reed Bone Marrow 
Matt Extract 


AN IDEAL NUTRITIONAL ADJUVANT AND HAMATINIC TONIC FOR 
CHILDREN AND ADULTS 


2 oz. bottles; with dropper, 4-8-16 oz. 


@ Write for literature and samples to 


THE Phone 


Clerkenwell 


ArmourLaboratories ““ 


(ARMOUR AND COMPANY LTD) Telegrams 


LINDSEY STREET: LONDON -E-Gl phone onan 
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. 
“Against ye falling sickness 
(epilepsy) take purple foxgloves, s, 
2 handfuls of the leaves... boil * 
in beer or old ale and drink ye 
decoction.” Digitalis therapy has 
passed many milestones since that 
was published in 1644. ‘Crysto- 
digin’ brand Crystalline Digitoxin 
is the crystalline glycoside from the 
prime leaves of Digitalis purpurea, 
and is digitalis in its purest form. 
It is characterised by its uniformity 
and stability, and is unique in that 
it is both completely absorbed and 
slowly eliminated. A full digi- 
talising dose can be administered 
without irritation. By mouth it 
is fully as effective as by vein. 
Available in O°l mg 


(No. 1703) and O2 mg 
Prolonged Fffect (No. 1694) tablets. 


Uniform Potency Assured Stability Literature available on request 


z= CRYSTODIGIN’ ~ 


CRYSTALLINE DIGITOXIN 


Sittyy 


ELI LILLY AND COMPANY LIMITED, BASINGSTOKE, HANTS 
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Diseases of the breasts are among the most important and most common 
conditions encountered in general practice. Every woman with a lump in 
her breast tends immediately to think of cancer, and the 
The early recognition of carcinoma of the breast is one of the 
Symposium most urgent problems in the practice of medicine. We are 
particularly glad to be able to publish Dr. Frank Adair’s 
article on this subject, based as it is upon his long and extensive experience 
of this ¢lisease in New York. Complementary to his article is Mr. Hedley 
Atkin’s discussion of the painful nodular breast and how to differentiate it 
from malignant disease. Much is heard these days about the value of en- 
docrine therapy in carcinoma of the breast, and claims have been made for 
it which at times scarcely seem justified by the data provided. Dr. Edith 
Paterson and her colleagues at Manchester have probably had more ex- 
perience of this form of treatment than anyone else in this country, and her 
article is a judicial summing up of the present position. Apart from malig- 
nancy and its differentiation, the most important disorders of the breast are 
those occurring during lactation, and these are ably and practically reviewed 
by Professor Strachan. Skin lesions of the breast, discussed by Dr. Hellier, 
constitute a small, but often troublesome, section of dermatology. Professor 
Robson’s article sums up the current view on the complex problem of 
endocrine control of the breast, whilst Dr. Raymond Greene brings to- 
gether the salient facts concerning one of the rarer, but by no means the 
least interesting, aspects of disorders of the breast, in his article on ab- 
normalities of the breast in the male. 








Under this title a group of nine young conservative Members of Parliament 
have produced a review of the social services which deserves the careful 
consideration of thoughtful citizens. The thesis of these young 

‘One _ men, in brief, is that the only way to maintain the social services 
Nation’ of the country is to insist on administrative efficiency and clear 
recognition of priorities. Top priority is given to housing, with 

education coming second. In the chapter on the health services, the only one 
with which we are concerned here, there are several constructive suggestions 
which will be approved by the vast majority of practitioners, although it 
must be confessed that there is also a certain amount of that woolly thinking 
and love of vague generalizations from which no politician, no matter what 
his party, seems to be capable of freeing himself. Their recommendations 
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for the health services include a reorganization of hospital finance by insist- 
ing that the Minister should allot to Regional Boards whatever sum the 
national finances will allow for hospital expenditure and then leave it to 
hospitals to work out their budgets. ‘This sensible suggestion is linked with 
the equally commonsense proviso that hospitals should be allowed to carry 
forward unexpended sums to the next financial year. It is conceded that 
general practitioners have ‘an unanswerable case’ for higher remuneration, 
and a graduated capitation fee is recommended. At the same time a reason- 
able plea is made that practitioners should help to reduce the extravagant 
demands made by patients for drugs and appliances. It is also recommended 
that a charge should be made for dental appliances and spectacles. For the 
reduction of the fantastic national drug bill the three measures recommended 
are reduction of demand, substitution of equivalent preparations for expen- 
sive proprietary medicines and, if necessary, a charge for each prescription. 
There may be nothing revolutionary in these recommendations, but, to the 
medical mind at least, it is refreshing to encounter this breath of fresh air 
after the hothouse atmosphere of the armchair theorists who for so long 
have been trying to adapt the National Health Service to their political 
theories irrespective of the effect upon the sick of the nation. ‘One Nation’ 
will not give us the ideal National Health Service, but it is a move in the 
right direction. 


“THE use and abuse of medical libraries’ might well have been chosen as the 
title of the interesting symposium recently organized by the medical section 
of the Library Association on ‘the library as the tool of 

Medical medicine’. The problem is an important one, and it is clear 
Libraries from reports of this symposium that no one is quite clear as to 
the precise réle of the medical library and therefore of the 

medical librarian. Dr. Hugh Clegg, for instance, considered that the medical 
librarian must be more than a cataloguer, in that he must also have a wide 
knowledge of medical literature and a trustworthy appreciation of sources. 
Neither Mr. Zachary Cope nor Dr. C. H. Kellaway, however, were quite 
so happy about the present réle of medical libraries, the former stressing 
the deleterious educational effect of young workers being provided with 
ready-made bibliographies, whilst the latter was worried about the tendency 
for young research workers to be overwhelmed with massive bibliographies 
which they could not digest. ‘The problem is a very real one. That it is 
tending to become worse is no fault of the medical librarians themselves, 
who, not unnaturally, are anxious to give as good a service as possible to 
their clients. The very efficiency of their service is the danger, and it is for 
senior members of medical schools and research institutes to ensure that this 
efficiency does not result in spoon-feeding with its inevitable consequence of 
inadequate digestion, on the part of the reader, of the material supplied. 
Unless we are careful now, the day may yet come when every prospective 
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medical author will need to submit to a viva voce on his bibliography (or 
list of references) before his article is accepted for publication in a medical 
journal. Alternatively, or even concurrently, we may be faced with the 
appalling prospect (to which only a Chesterton could do justice) of having to 
subscribe to a ‘World Abstract of Abstracting Journals’! 


One of the perennial problems of journalism is whether book reviews 

should be anonymous or signed. There is much to be said on both sides 

but, at least so some of us consider, on the whole there is more 

Book to be said for anonymity. Publishers, however, tend to adopt 

Reviews the opposite view, as is well illustrated by a recent episode. 

Some little time ago, a contemporary which usually publishes 

its book reviews over a signature, included one withcut revealing the identity 

of the reviewer. The note was critical: it appeared among others mainly 

laudatory. The publisher, in no respect wishing to avoid criticism, challenged 
the editor’s action in dealing with a review in this way. 

This episode epitomizes the whole problem. Is it fair to ask one member of 
the medical profession to be intensely critical of another in public? On 
balance, we consider that the answer is ‘no’. Literary criticism comes into 
another category, for here there are professional critics against whom no 
charge of bias can be made should they tear an author’s work to pieces. 
Human nature being what it is, it is inevitable that the author of a medical 
book should be suspicious of the motives of a colleague who adopts this 
attitude in reviewing his publication. The answer so far as we are con- 
cerned is that we ask both publisher and reader to have sufficient faith in us 
to leave it to us to select our reviewers on the basis of their knowledge of the 
subject of the book reviewed, and their professional integrity. ‘These are our 
sole criteria of the selection of reviewers and they seldom, if ever, let us 
down. If anything, they tend to adopt the policy of good examiners and 
give the author the benefit of the doubt. Should any of our readers have 
different views we should be delighted to have them. 


In the almost embarrassing profusion of international congresses held this 
year, the First International Conference on Alcohol and Traffic that took 
place in Stockholm in September, stands out as perhaps the most 
‘Under novel in idea and the most popular in appeal. The purpose of the 
the conference was the investigation of problems arising out of the 
Influence’ consumption of alcohol by drivers of motor vehicles, especially 
in road traffic. The programme had been planned on an am- 
bitious scale, embracing discussions of the problems in their medical, legal, 
and educational aspects. The participants included academic pharma- 
cologists, political scientists, judges, health officers, public prosecutors, 
directors of insurance companies, and representatives of transport workers’ 
federations, of liquor control boards, of national committees against 
alcoholism, of the police, of automobile clubs, and of foreign legations. 
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In his opening paper on “Tolerance to alcohol in moderate and heavy 
drinkers’, Professor Leonard Goldberg emphasized the difference in in- 
terpretation of the term ‘under the influence’, in different countries. Part 
of the discrepancy between different statistics concerning blood alcohol is 
due to individual variations between different observers. Purely clinical ex- 
amination of a driver and a diagnosis of ‘under the influence’, based on that 
examination alone, is now being abandoned in a number of states and 
countries in favour of a chemical test, showing the presence or absence of 
alcohol in body fluids such as blood, urine, or saliva, or in the breath. 
Professor Goldberg briefly discussed various research projects in Sweden 
on the psychology and frequency of ‘drunken drivers’, and on the re- 
liability of the Widmark micro-method for determining blood alcohol. 
Blood tests, Supreme Court Judge Ingvar Lindell reminded the Con- 
ference, are compulsory in a few countries only—Scandinavia and certain 
cantons of Switzerland. In the Latin and Anglo-Saxon countries they are 
considered violations of personal integrity. 


SPECIALTIES beget specialties. and there would appear to be no end to this 
subdivision of the practice of medicine. The latest development is an 
eloquent plea in an American journal (New York State 
A New /fournal of Medicine, September 1, 1950, p 2040) for the 
Specialty? recognition of diarrhoeal diseases as a specialty. According to 
the author, ‘no individual alive possesses the ability to master 
all phases of medical practice or even the specialty of gastroenterology 
itself and still have sufficient time for office, clinic, and hospital patients, 
clinical and laboratory research, teaching, and writing’. The result is that 
diarrheeal diseases are neglected, and the main factor responsible for this 
distressing neglect is ‘false modesty on the part of the patient and the un- 
pleasantness involved in the study of diarrheal diseases’. The qualifications 
for an enterologist are that he should be about forty years of age, a gastro- 
enterologist who is particularly interested in diarrheeal diseases, ‘does not 
fear the appearance or the odor or the composition or the contagion of a 
stool spécimen’, and should have ‘retained the doctor-patient relationship of 
his general practice’. He will have charge of all the diarrhceal patients in his 
hospital. In more plebian terms, the would-be specialist in diarrheal 
diseases will be an expert in internal medicine, a first-class clinical bacteti- 
ologist, an experienced epidemiologist, and possess a shrewd knowledge of 
tropical diseases. If such exists, we wish him joy. Our own reaction to the 
whole suggestion is one of pleasant anticipation, for here surely is the 
reductio ad absurdum of hyper-specialization, and having reached this stage 
there are good grounds for hoping that we shall now return to a sense of 
proportion and be satisfied with that modicum of specialization which long 
experience has shown to be necessary for the efficient working of any 
medical service. 





CANCER OF THE BREAST 
By FRANK E. ADAIR, M.D., F.A.C.S. 
From the Breast Service of the Memorial Hospital, New York. 


CaNceER of the female breast is so common that every physician should 
periodically have the subject brought to his attention for a review. Breast 
cancer is the most common type of cancer found in women. In New York 
State there is an incidence of 60 women developing breast cancer per 
100,000 population, or one new breast cancer developed in women annually 
to each 1,666 of the population. This means that in a city of 100,000 popu- 
lation 60 new breast cancers would develop per year. In the United States 
(American Cancer Society, 1949), during the past five years, approxi- 
mately 150 cancer detection clinics have been established for the purpose 
of giving a complete and careful physical examination to so-called healthy 
people, i.e. individuals who have no physical complaint but who wish 
to have the assurance that no disease as yet unrecognized is creeping up on 
them. In a group of 51,700 such people, 406 cancers of widely varying 
types were found, an incidence of approximately 0.8 per cent. Of the 245 
female patients with cancer, 93 had breast cancer; second in order of 
frequency was skin cancer, 50 cases; third was cervix uteri cancer, 38 cases. 
It is arguable that such a section of population might not represent quite 
the true picture, as there might be some who would state on entering the 
clinic that trey had no complaint, when in fact they did have suspicions 
of the presence of a lesion. On the other hand, such a large number of 
examinations (51,700) does reveal that breast cancer stands far ahead of 
any other form of cancer in women. 

In another recent survey by the Bureau of Cancer Control of New York 
State (1948) a study was made of “The Probability of Developing Cancer 
from Birth On’. Based on cancer morbidity reports, 22,219 women with 
various types of cancer were studied. The following table shows the 
probability of development of cancer at some time in the life of women :— 


Site Probability (percentage) 
Breast 4-974 
Cervix 2.196 
Intestine 2.167 
Skin 1.788 
Stomach 1.738 
Fundus uteri 1.366 
Ovary 0.916 








Sexual sites 9.761 
With the exception of skin, lip, and tongue cancer, there is probably no 
type of human cancer which offers a simpler approach to diagnosis than 
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breast cancer. There is no field of neoplastic disease in which the practitioner, 
the medical student, and the general surgeon should do a better job. A 
breast lesion, although not usually a surface lesion, such as skin cancer, is 
sufficiently superficial to be palpated, and the secondary attributes and 
signs, such as nipple retraction and skin attachment, can be seen. This 
makes the problem of diagnosis far more simple than most of the ills to 
which mankind is heir. 

On the other hand, one might ask, ‘Is the physician doing his very best 
to cope with the problem?’ Unfortunately, he is not. The fault lies, so far 
as the physician is concerned, in the inexcusable loss of valuable time be- 
tween the first visit of the patient to the doctor, and the time when the 
actual diagnosis is established by the surgeon and pathologist. A survey 
by Robbins and his associates (1950) shows, when compared with surveys 
conducted five years previously, that there has been an improvement in 
the lapse of time between the physician first seeing the patient and the 
time of treatment. The greatest improvement in the delay factor goes to 
the credit of the physician, but there is ample room for much improvement. 

In the case of delay on the part of the patient, there has been less im- 
provement. To get women with breast lesions to go to their doctors earlier 
requires prolonged public education by press and radio. There is evidence 
today that the younger women are better educated on health problems 
and more intelligent in acting on advice. The older age-groups, those 
who are frightened and hysterical in the presence of a lesion, and foreign 


immigrants who have a poor understanding of the language, represent 
those in whom there will be continued lack of improvement in the delay 
factor. 


DIAGNOSIS 
The arrival at a clinical diagnosis of breast cancer in an early case is most 
difficult. In the majority of early cases it is necessary to perform a biopsy 
to have a precise diagnosis. In the later cases a biopsy is not usually 
necessary. There are signs, symptoms and aids which help a physician in 
arriving at the stage of ‘suspicion’, and this stage must be backed up by 
biopsy. — 

There are certain other breast lesions which ape the signs of cancer. 
The signs, symptoms, appearances, and aids, when tabulated and checked, 
often help in arriving at a conclusion. Such tabulation also gives a quick 
and permanent record of signs, symptoms, and aids to diagnosis for future 
study. In our breast clinic we have a rubber stamp enumerating these 
fifteen points; each is checked, and the score is totalled on the chart. For 
diagnostic consideration, the signs, symptoms, appearances, and aids, are :— 

(1) Presence of a lump. 

(2) Age of patient. 

(3) Breast elevation. 

(4) Dimpling of the breast. 
(5) Retraction of the nipple. 
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(6) Orange-peel appearance. 

(7) Lack of bilateral symmetrical contour. 
(8) A local flattening or loss of normal curve. 
(9) Skin attachment. 

(10) Painlessness of the lesion. 

(11) Abnormal superficial vein pattern. 

(12) Presence of axillary nodes. 

(13) Hardness of the lesion. 

(14) Fixity within the breast. 

(15) Transillumination of lesion. 

Presence of a lump.—As a rule a lump will be palpated. In a rare case, 
such as a tiny tumour of the anaplastic type, it may be difficult to locate, 
even though the secondary deposits of the cancer may make the physician 
certain of the presence of a mammary cancer. There is another small group 
of cases which is frequently baffling. It is the group in which large axillary 
nodes are present, and in which the primary cannot bé determined. In 
such a case, the presence of a kidney cancer or a gastro-intestinal or rectal 
cancer must be ruled out. If no distant primary growth can be found, 
experience has shown that in such a case the primary lesion is usually in 
the tail of the breast, lying close to the metastatic axillary nodes. ‘There is 
one more type, called comedo carcinoma, which is difficult to diagnose, 
because it is not usually a local lump, but a diffuse thickening giving the 
impression of a diffuse mastitis. 

Age of the patient—The most common tumour which develops after 
the menopause is cancer, so in every older woman the diagnosis of cancer 
must first be entertained. Although in 5000 of my operable cases of breast 
cancer the average age was forty-five years, that is also the age when cysts 
and cystic disease were most often encountered. As cystic mastitis is 
such a common disease, the age consideration in women who still men- 
struate is of little help. 

Breast elevation.—This sign is easily seen when compared with the 
opposite breast. If there is a difference in the levels of the two breasts, 
however, one must be particular to inquire of the patient if there is usually 
a difference, as this condition of unevenness is very common. 

Dimpling of the breast.—At first glance, a dimple of the breast is often 
detected, which is due to two causes, namely, the loss of subcutaneous fat 
over the cancer, and the presence of the tiny Cooper’s ligaments attached 
to skin which have their lymphatic channels plugged and bulging with 
cancer cells, thereby reducing the distance to the skin. 

Retraction of the nipple—Any tumour, whether benign or malignant, 
within the region of the areola or nipple, if situated within or near the 
15 to 20 terminal ducts, may produce a retraction of the nipple. Any 
infiltration of terminal ducts, either by cancer or by inflammatory pro- 
ducts, causes nipple retraction. In a consideration of the diagnosis of cancer, 
one should ask the patient (provided the nipple be retracted) if this mani- 
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festation is new, as often the condition of nipple retraction may be normal 
for the patient. ‘The presence of cancer in the tail of the breast is much less 
apt to produce nipple retraction than if situated nearer the nipple. 

Orange-peel appearance.—This characteristic appearance of the breast 
skin is due to oedema of the breast, which can be caused by massive axillary 
involvement with tumour or with infection. It usually denotes a poor prog- 
nosis. It is often present in cases of comedo carcinoma of the breast. 

Lack of bilateral symmetrical contour.—In the presence of a cancer, one 
breast may be distorted and asymmetrical when compared with its mate. 
Frequently the loss of identical appearance is most striking. 

A local flattening or loss of normal curve.—The presence of a cancer often 
flattens a segment so that peripheral asymmetry is obvious; and the normal 
curve is absent. 

Skin attacl_ment.—To elicit skin attachment, good illumination of the 
breast is essential, otherwise this delicate test may be missed. A segment 
of the breast which includes the tumour is gently squeezed; by so doing, 
the skin overlying the tumour will be pulled or tugged at by the connexion 
between the cancer and the skin. It is wise to contrast this with the exact 
area of the opposite breast. 

Painlessness of the lesion.—As a rule, cancer is a painless lump. Neither 
does the patient complain of its being tender, nor does it produce dis- 
comfort to palpate the lesion. If it be markedly tender, one must think of 
a lesion other than cancer. 

Abncrmal superficial vein pattern.—There is a normal pattern of the 
distribution of the superficial veins of the breast. This pattern differs 
matkedly in individuals. At times the difference of the pattern between 
the breast involved with a carcinoma, when contrasted with the normal 
breast, is very marked. On the other hand, in certain cases the difference 
is so slight that it is necessary to transilluminate the breast in a dark room or 
make a study of the infra-red photograph or phlebogram (Massopust, 1948). 

The reason for the distortion of the normal pattern is that the cancer, 
an infiltrating lesion at times, grows round the vein, choking it and pro- 
ducing a varicosity in one side of the cancer, while the specific vein traversing 
the tumour is much smaller at the other side. The presence of a greater 
tortuosity and number of superficial veins, visible either by transillumination 
or by the phlebogram, points toward the diagnosis of cancer. 

Presence of axillary nodes.—Although the presence of axillary nodes 
does not denote an early case of breast cancer, their presence helps the 
clinical diagnosis in a large percentage of cases, as approximately 60 per 
cent. of the cases coming to our clinics have nodal involvement. In a 
consideration of axillary node enlargement, inflammatory conditions of 
the hand, arm, back and chest must always be excluded; and attention 
must also be paid to any scars in those regions which would indicate the 
previous removal of a melanoma or squamous carcinoma. 

Hardness of the lesion—A carcinoma gives the examiner a sense of a 
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stony hardness. A fibroadenoma, although hard, has more the hardness 
of rubber, as is true of small cysts. A cancer does not ‘give’ on palpation 
like other tumours. 

Fixity within the breast.—On attempting to push the cancerous lump of 
the breast into another position, one is immediately conscious of the 
impossibility of moving it without most of the breast tissue also moving. 
In other words, the cancer is so invading the surrounding tissue that one 
cannot budge the cancer by itself, as one can a fibroadenoma. 

Transillumination.—Ewing, one of my pathologist colleagues, has always 
been impressed with the great density of breast cancer. He cut thin slices 
of such tissue in the laboratory, held them up to the light and noted the 
contrast of light transillumination between the normal breast tissue and 
the cancerous tissue. He suggested to me that this might have some clinical 
diagnostic value. I developed a light which soon proved of value as an 
aid in the diagnosis of breast cancer, but it also demonstrates the presence 
of a blood-filled cyst or a papillary cyst adenoma containing bloody fluid. 
Cutler, one of the Fellows at The Memorial Hospital, later reported on 
the transillumination test. In a dark room the ordinary pocket pencil light 
will demonstrate a dark area where the cancer is. 

In a consideration of the above fifteen points, one occasionally finds a 
case in which most of the points are positive—usually an advanced case. 
On the other hand, one may have a case of very early carcinoma in which 
practically none of the aids is present. The earlier the cancer, the smaller 
is the number of positive signs. Biopsy is now in order. 


DIFFERENTIAL DIAGNOSIS 


In a consideration of diagnosis, the following seven conditions must receive 
special thought because each of them may produce skin attachment, which is 
one of the most common and earliest signs of mammary cancer :— 
(1) Pyogenic infection. 
(2) Intracannicular fibroadenoma. 
(3) Cyst. 
(4) Traumatic fat necrosis. 
(5) Plasma cell mastitis. 
(6) ‘Thrombosis of superficial breast veins. 
(7) Skin tumours, such as intradermal neurofibroma or sebaceous cyst. 
Pyogenic infection.—Not infrequently the picture presented by a bacterial 
infection of the breast may confuse the diagnosis. Some infections so 
involve the breast in a slow process as to infiltrate and make the entire 
breast hard but not tender, giving many of the signs of a carcinoma, 
including skin attachment. Then there is the rare combination, so often 
overlooked, of pregnancy cancer and infection. It often requires biopsy to 
give the true diagnosis. 
Intracannicular fibroadenoma.—Bloodgood was the first to point out 
that of the two types of fibroadenoma, periductal and intracannicular, the 
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latter type often shows attachment to the skin. The periductal fibroadenoma 
is freely movable, without any skin attachment. 

Cyst.—A cyst which appears on the superficial surface of the breast will 
at times come near enough to the skin to absorb some of the skin bacteria; 
a low-grade infection then occurs in the cyst, and the cyst fluid becomes 
turbid. In such cases skin attachment often occurs, confusing the picture 
with cancer. 

Traumatic fat necrosis.—Following a severe injury to the breast, involv- 
ing a rupture of blood vessels with extravasation of blood, particularly 
into the fat pad, a painless tumour may develop, which is very hard, 
accompanied by skin attachment, nipple retraction and dimpling (Adair 
and Munzer, 1947). In these days of severe automobile accidents, if the 
patient gives a bona fide history of an injury, especially if she is corpulent, a 
considered opinion must be given on the question of fat necrosis or cancer. 

Plasma cell mastitis—Some years ago I reported on a disease entity, 
which I named plasma cell mastitis (Adair, 1933). Its importance lay 
chiefly in the differential diagnosis from breast cancer. A typical history 
of such a case would be that during the post-partum period a tender area 
appeared in the breast, suggesting the development of an area of subacute 
mastitis or the possible development of an abscess. The lesion did not 
progress or develop further. Tenderness disappeared. Years later a pain- 
less hard lump was present with orange-peel appearance and skin attach- 
ment, giving the typical picture of cancer. On local excision of the lump, 
a hard, chronic process with sheets of plasma cells is present, denoting a 
chronic low-grade process. This type of mastitis is especially difficult to 
differentiate from cancer. 

Thrombosis of superficial breast veins —During the past thirty years I 
have noted in approximately 26 cases a peculiar condition of the breast, 
which I have not found heretofore described. It was first called to my 
attention by a surgeon who had done a local removal of a benign tumour, 
followed by a cord-like area with a skin attachment. He was worried that 
he might have overlooked a cancer. Since that time I have locally removed 
such a cord-like structure to find that the superficial vein was thrombosed. 
This was confirmed by microscopic examination. In the majority of cases 
it was unquestionably due to too tight an application of the adhesive over 
the dressings, blocking the return circulation of the superficial breast veins 
to the axillary and subclavian veins. I once noted this long cord-like con- 
dition extending from the axilla to below the costal margin. In one instance 
it was due to a severe injury to the breast in a thin woman. In another 
case of a physician, there was nothing to account for the condition except 
one large 2 cm. axillary node which pressed against the vein near where it 
emptied into the axillary vein. The condition, which clears up spontaneously 
in about six to eight weeks, has been confused with cancer. 

Intradermal tumours.—lt a small lesion of the skin is picked up carefully, 
it will be noted that even though it produces skin puckering or dimpling, 
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it is entirely within the integument and not a true breast tumour, e.g., an 
intradermal neurofibroma or a sebaceous cyst. 

It is of great importance in coming to a diagnosis always to consider these 
seven lesions, which are benign. A biopsy having been performed, in those 
cases suspected of being cancer, radical mastectomy is then carried out. 
At this point it must be emphasized that there is no compromise as to 
what should be done in an operable case of breast cancer. There are some 
who are still confused by the literature on the treatment of breast cancer, 
which I admit, is conflicting. The only way to explain the surgeon who 
suggests a simple mastectomy for cancer would be that : (1) he has been 
greatly disappointed by his results of radical mastectomy; (ii) he does not 
have sufficient cases to judge of the efficacy of the radical operation; (iii) he 
is confused by the conflicting literature. 

X-ray therapy is not to be compared with surgery as an agent for cure. 
It is less efficient, and the five-year survival rate is 26 per cent. when treated 
by X-rays, compared with 54 per cent. in those who have had a radical 
removal. It is disturbing to have such well-established facts on the efficacy 
of a method of cure such as radical mastectomy, and then have the method, 
not the facts, constantly attacked by those who have had less experience 
or who have devoted less time to a study of comparative methods. X-ray 
therapy is of enormous value in the palliative treatment of breast cancer. 
In all probability it has a place, in adding a small percentage to five-year 
survival rates, in those patients with axillary involvement who receive 


postoperative treatment. On the other hand, just what percentage of sal- 
vage has been contributed by the addition of X-ray therapy has never yet 
been determined. 

The five-year survival results of radical mastectomy in the Memorial 
Hospital clinic are as follows :— 
Breast alone involved 8 i ie ¢ .. 83.8 per cent. 
Breast and axilla involved .. ¥e ‘3 pr .. 47.2 per cent. 


CLASSIFICATION OF BREAST CANCER 


It is always helpful to a surgeon to have some fairly definite idea of the 
prognosis of his case, so that the first time he sees the patient he can give 
an approximate prognosis. He can give a much better prognosis, however, 
on the day of the radical operation. Much will depend upon the amount 
of metastatic involvement of the axilla. ‘The following clinico-pathological 
classification is not so much for pathologists as for clinicians :— 

(1) Scirrhus. 

(2) Adenocarcinoma and medullary carcinoma. 

(3) Paget’s disease. 

(4) Sweat gland carcinoma. 

(5) Comedo carcinoma. 

(6) Papillary cyst adenocarcinoma. 
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(7) Inflammatory carcinoma. 
(8) Anaplastic carcinoma. 

Scirrhus carcinoma occurs in elderly women. It is low grade on the 
scale of malignancy, and slow to metastasize to the axilla. Its characteristic 
appearance is a puckered, dimpled, small tumour. The tumour is largely 
made up of scar tissue with scattered cancer cells throughout. Many cancers 
are called scirrhus which are not. Any clinician can easily diagnose a 
scirrhus carcinoma, as its characteristics are so marked. 

Adenocarcinoma and medullary carcinoma.—Adenocarcinoma gives the 
Opposite appearance to that of a scirrhus cancer; the latter retracts the 
overlying skin; the adenocarcinoma and the medullary type, on the other 
hand, bulge the skin outward. A good-sized lump forms; the tumour, 
rather early, produces pressure necrosis of the skin, resulting in ulceration. 
It is a type of cancer that looks worse than most, but has a better prog- 
nosis than most. A recent survey by Moore and Foot states that the prog- 
nosis is five times better than the average infiltrating duct carcinoma. 

Paget's disease.—The modern concept of Paget’s disease is that there 
are two processes, both malignant, taking place at the same time, namely, 
the malignant large Paget’s cells, ulcerating the nipple; and a deeper lying 
malignant tumour, usually an infiltrating duct or adenocarcinoma. The 
appearance of the ulcerating nipple is the characteristic of this disease. 
However, there are few carcinomas neglected longer than Paget’s disease. 
Often, a small area of ulceration may persist for many months before sus- 
picions of cancer are aroused. If any ulcer of the nipple persists for longer 
than a month, a surgical biopsy should be made. Paget’s disease is low 
grade on the scale of malignancy until it gets to the axilla; its subsequent 
course corresponds to that of the average breast cancer. 

Sweat gland carcinoma occupies about the place of the adenocarcinoma 
and medullary carcinoma. It is in fact an adenocarcinoma, but it is charac- 
terized by two points. It occupies a peripheral position at the edge of the 
breast, which helps the clinician in determining the type; and it is different 
from the other types of cancer in that it is an acidophil cell taking only 
the eosin stain. The prognosis is the same as for adenocarcinoma. 

Comedo carcinoma.—This type of breast cancer is often incorrectly 
diagnosed. It is not a discrete lump like most carcinomas, but occupies a 
broad area or segment of the breast. The mammary ducts are locally filled 
with the carcinoma cells which later begin to invade the duct wall, and 
produce the localized orange-peel appearance. This mistaken diagnosis of 
localized mastitis is often made. The greatest danger in this type lies in 
the fact that the surgeon sometimes cuts through some portions of this 
process. If the correct diagnosis is made, and radical mastectomy instituted, 
the prognosis is good. 

Papillary cyst adenocarcinoma is the type which so often causes bleeding 
from the nipple. Most papillomas are benign and occur near the nipple. 
Most carcinomas which produce bleeding are out in the breast substance, 
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not in the nipple area. These papillary carcinomas begin within the duct 
or in a blocked-off dilatation, some producing a cystic lump which contains 
the papillary carcinoma. This cancer producing bloody discharge is at 
times difficult to distinguish from a benign papilloma which bleeds. A 
microscopic study becomes necessary. In this type of cancer the bloody 
discharge is usually dark, stagnant blood, whereas in a papilloma it is more 
apt to be sero-sanguineous. The prognosis is excellent. 

Inflammatory carcinoma is the least difficult of all to diagnose, as it has 
the appearance of a raised red inflammatory condition, simulating erysipelas. 
The skin of the chest wall and opposite breast become involved early. 
The prognosis of this fast growing type is very poor. Surgery is contra- 
indicated. Here X-rays give the best results. 

Anaplastic carcinoma is a purely microscopic type, but in the average 
case the first manifestation of the presence of cancer is probably the pain 
symptom from the spine metastasis. Anaplastic carcinoma occurs, as a 
rule, in young women. They are not cognizant of any breast lump; and 
the first knowledge of anything wrong is the metastasis. Prognosis is very 
poor. 

SUMMARY 

(1) Carcinoma of the breast is the most common type of cancer in women. 

(2) Although it is usually necessary to perform a biopsy to establish the 
diagnosis, the prognosis is good, if the case be diagnosed without delay 
and the proper treatment instituted. 

(3) There are certain signs and symptoms, as well as procedures, which 
greatly help the clinician in reaching the stage of suspicion or of diagnosis. 

(4) Each type of mammary carcinoma has its own prognosis. 

(5) If diagnosis is prompt and meticulous radical surgery is carried out, 
the early case should have an 84 per cent. chance of five-year survival; 
and the case with axillary involvement, a 44 per cent. survival. 

(6) Success in the cure of breast cancer lies in alertness to the signs of 
the disease, promptness in establishing a microscopic diagnosis, education 
of the public in the signs of cancer, and a proper choice and skilful exe- 
cution of radical mastectomy. 
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THE PAINFUL NODULAR BREAST 


By H. J. B. ATKINS, D.M., M.Cu., F.R.C.S. 
Director, Department of Surgery, Guy's Hospital. 


FIBROADENOSIS or, as it used to be called, chronic mastitis, is a painful, 
nodular condition of the breast not due to new growth, bacterial inflam- 
mation or fat necrosis. The fact that it has to be defined in this negative 
way might suggest that it is a sort of waste-paper basket comprising many 
different pathological processes which cannot be more accurately classified. 
This, however, is almost certainly not so, and having excluded inflamma- 
tion, neoplasm and fat necrosis, we are left, not with a hotchpotch of con- 
ditions of unpredictable behaviour and uncertain pathology, but with a 
condition which, for all its variations in clinical course and microscopic 
picture, is an entity as much as carcinoma of the breast is an entity. 


NOMENCLATURE 

To this entity, and because it describes the condition more accurately 
than ‘chronic mastitis’, I give the name ‘fibroadenosis’. This name gives 
as much of the histological picture as it is necessary to discuss; that is, it 
implies an increase in the fibrous tissue and an increase in the glandular 
elements. This latter change has been subdivided by Dawson into adenosis 
—in which the glandular elements are multiplied—and epitheliosis—in 
which the epithelial cells lining the glands sprout unduly, sometimes to 
the extent of forming papillomas; but this distinction, important as it is 
from the point of view of the scientific study of the disease, is so difficult 
to make clinically that it has little practical significance, and we may, for 
our purpose, shelve it. When appropriate, the name ‘cystic’ can be pre- 
fixed to this title, and the term ‘cystic fibroadenosis’ describes the con- 
dition to be discussed. That this term is so similar to fibroadenoma that 
confusion might arise, serves to emphasize an important relation. The 
condition is so similar to fibroadenoma that confusion does often arise, 
and indeed the two conditions not infrequently coexist. They are both 
probably caused by an endocrine dysfunction; they both have similar and 
sometimes almost indistinguishable histological pictures; and they resemble 
each other in their clinical behaviour. The only essential distinction 
between the two is that fibroadenosis is a diffuse, inclusive disease, whereas 
fibroadenoma is a localized exclusive one. 

As will be seen, an understanding of the disease fibroadenosis is not 
easy, but confusion has probably been worse confounded by attempting to 
subdivide it into a number of different types. This attempt has introduced 
a battery of new names, some of them like ‘cystiferous epithelial hyper- 
plasia’, almost impossible to pronounce and difficult to remember; and 
having been made by different investigators it has resulted in a fragmentary 
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jumble of so-called entities with so many overlaps and so many gaps, that 
to assemble a picture of the whole disease from these fragments is like 
trying to build up a jig-saw puzzle from a mixed collection of pieces. 
When classification, in attempting to be too precise, reaches such a pass, 
it were better discarded. Fibroadenosis is a difficult disease to understand 
because it is only an aberration of normal behaviour, and an aberration 
which, in some degree, is shared by an unknown but considerable pro- 
portion of women. After all, hundreds of thousands of women complain 
of pain in the breast preceding the menstrual period, and in most women 
the breasts are more nodular than the surrounding subcutaneous fat. Are 
we then to stigmatize this host as sufferers from fibroadenosis? If not, 
where are we to draw the line? We all know that ‘nature abhors a vacuum’, 
but nature, if not abhoring them, has very little respect for ‘lines’; and 
whereas ‘lines’ are necessary in textbooks designed for the elementary 
education of undergraduate students, they become blurred when sub- 
jected to the scrutiny of practical study. If it is agreed to ignore intricacies 
of subclassification in this disease, let us agree to discard ‘lines’ also; let 
us in fact look this problem in the face and not shelter behind the com- 
forting but restrictive entanglements of textbook descriptions. 

That a ‘negative’ definition has had to be employed for the term fibro- 
adenosis has one important significance, namely, that the diagnosis is 
made by exclusion. Faced with a ‘breast case’ the examiner’s initial prob- 
lem is to exclude carcinoma, fibroadenoma, bacterial inflammation and, in 
rare instances, fat necrosis. Having done so, the diagnosis becomes ‘fibro- 
adenosis’. Not that this diagnosis is based simply upon negative mani- 
festations; there are positive signs and symptoms too. 

Fibroadenosis may affect the whole of both breasts, the whole of one 
breast, parts of both breasts or parts of one breast. This in itself is help- 
ful, since other conditions are seldom so erratic. The ubiquity of fibro- 
adenosis is perhaps its most important distinguishing feature, and when 
this is wanting the diagnosis is always in doubt. 

Before discussing the common form of this disease it should be men- 
tioned that plaque-like areas of painful nodularity occur in the newborn of 
both sexes; at puberty, chiefly in girls; in men during the fourth and fifth 
decades; and more rarely in any person at any time. These plaque-like 
areas of painful nodularity are indeed expressions of fibroadenosis, and 
must be included in the discussion. These types deserve separate mention. 
Whatever may be thought of the malignant propensities of fibroadenosis 
as a whole, and this point will be discussed fully later, the ‘infantile’, 
‘puberty’ and ‘male’ types never predispose to cancer. With the exception 
of the infantile type, which occasionally suppurates, they all proceed 
steadily to spontaneous resolution—the infantile type when the maternal 
hormones which have occasioned it are exhausted, and the pubertal types 
when the hormonal unrest of this period has settled, and when the plaque 
becomes lost in, and moulded into, the general development of the breast. 
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At the male climacteric the condition may persist for months or years, 
and in the interests of comfort its removal may be considered if it does 
not appear to be resolving within an endurable period. 

The diagnosis of these types presents no difficulty; their treatment 
(apart from suppuration) is reassurance, and no more need be said about 
them. 


SYMPTOMATOLOGY 


The common form of fibroadenosis arises in women between the ages of 
twenty-five and fifty. The patient will nearly always present herself to the 
doctor complaining of pain which has drawn her attention to a lump. 
Beneath a more or less composed exterior is the gnawing and, let it be 
admitted, the reasonable anxiety that she may be suffering from cancer. 
Sometimes the lump or lumpiness will be discovered without any previous 
pain, in which case a greater degree of suspicion must obtain. If there is 
pain, this pain is often periodic, arising ten to seven days before the period, 
and diminishing with the period. Sometimes the pain will disappear for a 
month or so, only to return for the same length of time. In over 300 cases 
carefully investigated this pain has never been severe. Fibroadenosis is not 
a severely painful disease, and no good can come from removing a breast 
in an attempt to get rid of the pain. If this is of such a degree that it cannot 
be borne after proper reassurance, then it does not arise in the breast, and 
a search must be made in structures and concepts as far removed from 
each other as the gall-bladder, the heart, the spine and the psyche. Such is 
the character of this syndrome—a little pain and a lot of fear; abolish the 
latter, and the former becomes insignificant. 

In some cases discharge, clear or sanguineous, will appear at one or 
more of the nipple orifices. This symptom, whilst not uncommon in 
fibroadenosis, is shared by other and more serious conditions. A mass of 
clinical material is now being collected and analysed in regard to this 
symptom, and the time is not yet ripe for dogmatic teaching on the subject; 
suffice it to say that it is a symptom creating anxiety and demanding the 
closest vigilance, with possible surgical interference. 


PHYSICAL SIGNS 


The late Mr. Russell Howard used to confront the ‘Fellowship Candidate’ 
with the somewhat startling question, “What is the most important thing 
in examining a patient?’ A collection of the replies which he got to this 
question might well constitute an enlightening brochure on clinical surgery, 
but the answer that he wanted, and the one which was eventually privately 
circulated to all candidates likely to encounter him across the examination 
table, was ‘to examine the patient in a good light’. Whatever may be thought 
of the relative importance of this injunction in other fields, its paramount 
importance in examining the breast cannot be gainsaid. If I may share 
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with a great surgical teacher a harmless foible and inquire ‘What is the 
most important physical sign in distinguishing cancer from fibroadenosis?’, 
I should not be far wrong if I replied, ‘attachment to the skin’. ‘Time and 
time again this sign has been the crux upon which the diagnosis has de- 
pended and, to elicit it, perfect illumination may be essential. 

This is not the place to describe in detail the method of examining a 
breast case. Nevertheless, | may remark that both breasts and their glandu- 
lar fields must be examined with the patient prone and sitting up, and with 
the hands to the side and with the hands above the head. The more 
experienced the examiner becemes the longer he seems to take in examining 
the lump itself: in a difficult case, five minutes or even longer may be 
necessary in order to be sure of the physical signs. 

In many cases a patient complaining of the symptoms outlined will 
present diffuse signs in one or both breasts. The areas affected will feel 
indurated, due to diffuse fibrosis, and glandular or nodular, from the 
scattering within this fibrous framework of an abnormal number of alveoli 
(adenosis) or nodes of fibrous tissue and cysts, feeling like lace rolled into 
a ball and covered with skin. These areas may be tender, they may merge 
imperceptibly into the surrounding breast tissue, and they have no attach- 
ment to the skin or deep fascia. The glands in the axilla on the affected side 
may be enlarged, and they are soft and often slightly tender. When such 
signs are diffuse the diagnosis of fibroadenosis may be made with con- 
fidence. 

It is when this process is confined to a small area of breast tissue, or 
when a small area of breast tissue is affected far in advance of the surround- 
ing breast, that difficulty arises; when in fact there is a lump. In many 
cases, of course, it is easy to say, ‘here is a diffuse lumpiness; there is a 
lump’. In practice, however, it is often impossible to ‘draw a line’ between 
what is lumpiness and what is a lump. This Gordian knot can be cut by 
saying at once—-‘where there is doubt, treat it as a lump’. Now a single 
lump in the breast is always a doubtful lump, and it should always be 
removed for microscopic section. The clinical diagnosis of such a lump 
becomes an academic exercise of much interest, and a game in which the 
player probably improves gradually with the years and eventually comes 
to survive the ‘yorkers’ and the straight full tosses, but is always liable to 
be caught in the slips. Nevertheless, a clinical diagnosis must be made 
subject to subsequent confirmation or refutation. 

A lump in fibroadenosis may be a cyst, or an unusually localized area of 
non-cystic fibroadenosis, or more commonly a mixture of the two. If it is 
a cyst, it will be cystic. No apology need be made for such an apparent 
banality, because the eliciting of fluctuation from a lump situated in a 
fatty mass like the breast is sometimes extremely difficult. Much practice, 
much patience, a comfortable seat and plenty of spare time may be neces- 
sary but, granted all these, fluctuation will nearly always be detected pro- 
vided the lump is more than an inch in diameter. This is not to say that 
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the lump becomes any the less doubtful because it is cystic; carcinomas 
occasionally grow in the walls of cysts and encephaloid carcinomas fluctuate, 
but it would be true to say that fluctuant lumps are usually innocent, and a 
qualified reassurance may be given to the patient, such at least as will 
encourage her to face the ordeal of an operation in the knowledge that 
removal of the breast is unlikely. If mastectomy proves necessary after all, 
it will be over before she knows anything about it, and no patient com- 
plains in such circumstances, or worries. 

The solid lump of fibroadenosis is variable in size and shape, and is 
sometimes difficult to feel with the flat of the hand. It may be tender; its 
edge merges with the rest of the breast tissue, unless a small cyst be 
situated at the periphery, when the transition at this site will be abrupt, 
and its surface is granular or nodular. It is firm rather than hard in con- 
sistency, that is, it feels like indiarubber rather than wood. If only it were 
as easy as that! This little lump of indiarubber or wood is buried beneath 
an eighth of an inch of leather and surrounded by fat. A little ‘projective 
imagination’ is necessary to declare the consistency of such a lump, and 
little more need be said. Attachment to the skin, on the other hand, is a 
sign of greater certainty. A lump of fibroadenosis virtually never becomes 
attached to the skin; carcinoma often becomes so attached quite early. 
If the patient lies flat with the arms raised above the head, a good oblique 
light will show up as a shadow any little dimpling of the skin. If the lump 
is then chased round with the tips of the fingers, any disturbance of the 


skin surface will readily be observed. Often, in a case of fibroadenosis, the 
shadows of the irregularities of the lump drift across the skin without dis- 
turbing the surface of the marks upon it—like wavelets running across a 
sheet of water on which are floating leaves. If the skin is dragged upon at 
any place and a deeper shadow appears, then there is attachment—and 


cancer. 


THE QUESTION OF HORMONE THERAPY 

It has been contended that fibroadenosis is a disease due to some hor- 
monal imbalance and it is natural to suppose that it might be treated by 
correcting this imbalance. This may ‘be so, but the ‘backroom boys’ are 
not yet ready to give the answer, and until they do it is unwise, and may be 
mischievous, to use hormones in this disease. It is true that many cases 
have cleared up after being given cestrogens, but still more have cleared 
up by being left alone. More still resolve, at least temporarily, if they are 
given androgens, but the benefit is only temporary, and to prescribe this 
hormone before more knowledge about its action on the human breast is 
available, is to give hostages to fortune. Moreover, it must not be thought 
that, by giving androgens to patients with fibroadenosis, the onset of 
cancer will be rendered less likely. Out of over 200 cases of fibroadenosis 
followed for periods up to fourteen years, two have developed cancer, and 
one of these had large doses of androgens prescribed in the form of testo- 
sterone propionate. 
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FIBROADENOSIS AND MALIGNANCY 


What is the position in regard to the relation of fibroadenosis to cancer? 
This is one of the questions which we are not yet able to answer. Because 
fibroadenosis cannot be defined with precision; because it is impossible to 
‘draw a line’ between what is normal and what is pathological, it is im- 
possible to express this relation exactly in terms of figures. It is profitless 
to say that cancer appears ‘x’ or ‘y’ times as commonly in fibroadenosis as in 
the normal, because we do not know what is the ‘normal’. Furthermore, 
when it is realized that the only logical way to prevent cancer in this disease 
is to do a bilateral mastectomy, one would be forced into an impossible 
situation if the more gloomy views expressed on this matter were accepted. 
Whatever the incidence of cancer may be, it is certainly not so great as to 
drive us to these extremes; in fact, this relation is so slight that, having 
made a confident diagnosis, the patient can be reassured that the chances 
of her getting cancer are insignificant. This is all the treatment that is 
necessary; it is indeed the only known treatment, and it is extremely 
effective. But because the tendency to cancer is not known it is wise to 
examine these patients at six-monthly intervals, ostensibly to see whether 
or not ‘any cysts develop, which might require removal’, and to be assured 
that no fresh pathology has appeared. 

When the disease presents itself in the form of a lump, then this lump 
must be removed for microscopic diagnosis. ‘The purpose of the operation 
must be put to the patient and her permission obtained for removal of the 
breast should this prove necessary. If the lump turns out to be innocent, 
then its removal will probably be effective treatment. It is possible that 
another lump will appear subsequently, and this has occurred in our series 
in about one case in seven. Even if this happens, however, it is not so very 
terrible. The patient will have acquired confidence from her previous 
experience when she found that the operation was trivial, and the con- 
valescence only a matter of a few days. The position is not unlike that of 
the dentist who has to extract carious teeth: he can guarantee freedom 
from recurrence only by rendering the patient edentulous. In fact, the 
surgeon is in a better position in this regard, because he only has to legis- 
late for a restricted number of years, until the menopause. If no fresh 
lumps of fibroadenosis have developed up till that time, it is unlikely that 
they will do so subsequently. 


CONCLUSION 
If the treatment of fibroadenosis is reassurance, this can only be given 
with confidence if the doctor himself is sure, and to be sure demands a 
careful history, a meticulous examination, and . . . ‘a good light’. 





THE ENDOCRINE THERAPY OF CANCER 
OF THE BREAST 


By EDITH PATERSON, M.B., F.R.C.P.Ep. 
Radtobiologist, Christie Hospital and Holt Radium Institute, Manchester. 


ENDOCRINE therapy is a new agent in the treatment of breast cancer, and 
occasionally it can confer great benefits. At the present time, however, 
there is no place for the endocrine treatment of any patient with malignant 
disease of the breast if she is treatable either by surgery or by radiotherapy. 
This statement is based on the evidence that no patient has been ‘cured’ 
by estrogens or androgens, even in the limited sense that five years after 
treatment, disease cannot be detected. A few patients may survive in good 
general health for this period or longer, disease always being present, and 
in view of the varying natural history of mammary cancer it is impossible 
to tell how long they would have lived without any treatment. It is true 
that all the experience has been gained on patients whose disease is advanced 
when first seen, or in whom recurrence has occurred after treatment by 
surgery or radiotherapy; nevertheless, I feel that it is unjustifiable to treat 
an early case of breast cancer with eestrogens or androgens. 

The situation is different when the treatment of advanced cancer is 
concerned. In cases which are beyond surgical treatment or radiotherapy, 
even in a palliative sense, the sex hormones play a rdle as palliative agents 
in about 25 per cent. of late cases, and are also of considerable theoretical 
interest in the study of malignant disease of the breast. 


MEASUREMENT OF EFFECT 

In order to assess objectively the effects of hormones it has been necessary 
to adopt methods of measurement of regression of tumour manifestations. 
The methods adopted have been to assess at each visit of the patient 
whether each of her lesions, e.g., the primary tumour (if present), the 
lung or bone metastasis was regressing, was stationary or was advancing. 
A numerical figure has been given for the state of each of the lesions—2 if 
regressing, 1 if stationary, or zero if advancing. The total score divided by 
the number of manifestations gives an average score: for convenience this 
figure is multiplied by 6 to achieve a whole number which is known as 
the mean clinical value (M.C.V.). This number will vary between o and 12 
and acts as a classification of the patient; for example, a patient with a 
regressing primary lesion, a stationary bone metastasis, and an advancing 
(or new) skin nodule is rated as: 


M.C.V.=2+1+0= ; x6u6 


In this way it has been possible to assess the effects of hormones, to 
compare the chemically distinct forms of synthetic estrogens with one 
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another, and to find the influence on response of such factors as, for examole, 
the patient’s age, the relationship to the menopause, and the size of the 
doses employed. 

For clarity, the effects of androgens and estrogens will be discussed 
separately. 

ANDROGENS 

Treatment with androgens was the logical outcome of the finding by 
Beatson that surgical castration of pre-menopausal patients with mammary 
carcinoma produced regression in about 25 per cent. of cases. A similar 
regression occurs following castration by X-irradiation, a suitable dose 
being of the order of 400 to 50or delivered to the ovaries at one single 
session, using one anterior and one posterior field. Larger doses can be 
given if fractionated radiation is given a longer period. The trial of andro- 
CH, OH CH, COOCH . gens in advanced 
CH 44 Mammary car- 
CH, ’ cinoma followed, 
and was facilita- 
O O ted when pre- 
Testosterone propionate Methyltestosterone parations of test- 
Fic. 1.—Androgens osterone prop- 

ionate and methyltestosterone became generally available (fig. 1). 

Most reports record that varying degrees of regression, always temporary, 
have been observed in 20 to 30 per cent. of the cases so treated. Patients 
who respond improve in their general condition and regression of their 
disease occurs, whether in the soft tissues or in bone (Adair and Herrmann, 
1946; Kaae, 1949). From an analysis of about 100 cases treated by J. L. E. 
Millen at the Christie Hospital, the above findings have been largely con- 
firmed. 

The hormone has been given as testosterone propionate in oil, intra- 
muscularly, generally in doses of 300 mg. at weekly intervals, and patients 
have also taken in addition 20 mg. of methyltestosterone daily as sublingual 
tablets. Treatment is continued for months. As such frequent intramuscular 
injections usually become intolerable after a period, treatment may be 
carried on using the oral methyltestosterone. We have no experience of 
implantation methods. 

Regressions have been obtained in the primary growth in the breast 
(fig. 2), in skin nodules, lymph nodes, and in secondary growths in bone 
and lung. Since such regressions also follow cestrogen treatment, there is 
no reason to choose between androgens and estrogens on the basis of the 
anatomical site of the lesion. 

Factors influencing response.—There is evidence of a difference in re- 
sponse of patients to androgens, depending upon their age, and this differ- 
ence distinguishes the two hormones. Patients under treatment with andro- 
gens have been divided into two groups: (a) younger patients—pre-meno- 
pausal and menopausal, including those up to two years after cessation of 
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(a) (b) 
Fic. 2.—EFFECT OF ANDROGENS ON BREAST CANCER 
Patient aged fifty-four years: (a) pre-treatment condition; (6) condition two months 
ufter treatment with testosterone propionate, 150 to 300 mg. weekly, and methy! testosterone, 
20 mg. daily. 


the menses; and (b) those who are clearly post-menopausal in that two 
years at least have elapsed since the menopause. The better responses 
have occurred in the younger age-group. This is in contrast with the age- 
groups responsive to the cestrogens. 

Whether the response obtained in the younger patients treated with 
androgens is more than would have been obtained by either surgical or 
radiotherapeutic sterilization is not yet clear. A further study is therefore 
at present being undertaken to compare the effects of androgens used alone 
and in conjunction with sterilization by X-irradiation. ‘This may afford a 
clearer conception of the réle of androgens and the indications for their 
use. In the meantime, it would appear that for patients who are pre-meno- 
pausal or in whom the menopause is recent, sterilization or androgen 
treatment affords a possibility of regression of advanced breast lesions. 

Side-effects of androgens.—Symptoms due to masculinization sometimes 
occur. These are rarely distressing and include deepening of the voice, 
development of acne and of facial hair. In pre-menopausal cases the menses 
cease. We have not ourselves encountered hypercalcemia, although it has 
been known to prove fatal in a few androgen-treated cases (Farrow and 
Woodard, 1942; Herrmann et al , 1949). This syndrome seems to occur in 
some patients with metastatic bone lesions who have been given larger 
doses than we have used (more than 300 mg. per week), and is more likely 
to occur if there is some impairment of kidney function. Symptoms which 
could be interpreted as due to hypercalcamia call for an immediate ces- 
sation of treatment and an investigation of the blood calcium. 


(&STROGENS 
Although there is a certain logic in the use of androgens in advanced breast 
cancer there is no similar logic for the use of estrogens. There is also no 
evidence that cestrogens inhibit cells in vitro, and the evidence for an 
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inhibitory effect in transplanted animal tumours is certainly inconclusive. 

The synthetic estrogen triphenylchloroethylene was first tried in 1941 
by a general practitioner, Dr. Holmes of Lancaster, who obtained a dramatic 
and lasting remission in an advanced case of mammary cancer. Since then 
the effect of various synthetic cestrogens (fig. 3) has been tested extensively. 
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Fic. 3.—(Estrogens. 


In spite of the differences in chemical formulz the action of all of them 
on breast carcinoma is similar, when doses are compared which are bio- 
logically equivalent. The biological effect of these drugs has been assayed 
by the degree of cornification which they produce in the vaginal epithelium 
of the mouse. The following doses are approximately equivalent against 
breast cancer when given as daily doses over periods of months: 


Triphenylchloroethylene .. a ne 3 g. 
M.2613 _ a - 7” 7 600 mg. 
Stilbeestrol .. - ~ - a 20 mg. 

When the effects of equal doses of stilbeestrol and dieneestrol are com- 
pared, stilbeestrol would seem to be somewhat more effective, based on 
the mean clinical values obtained. 

These findings suggest that stilbestrol is probably the estrogen of 
choice, since the actual amount to be taken is conveniently small. In theory, 
however, a case can be made for the use of the ethylene derivatives, tri- 
phenylchloroethylene and M.2613, as they have a more prolonged eestro- 
genic action. Nevertheless, there is probably little to choose between these 
cestrogens, provided the dose is adequate but not excessive. 

Out of a total of 120 patients treated with any of the estrogens described 
and at all the dose levels we have employed, we find that 25 per cent. 
show some definite regression of their disease. In general, the patients 
who are going to prove responsive are those who respond early in the 
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Fic. 4.—EFFECT OF (STROGENS ON BREAST CANCER 

Patient aged eighty years: (a) before treatment; (4) after nine months’ treatment with 
stilbeestrol, 2 to 10 mg. daily. 
course of treatment, often within the first month. Patients who respond to 
estrogens, generally feel much better, appetite is improved, weight is 
gained, and regression of one or more of the malignant lesions occurs 
(fig. 4, 5, 6). A few patients suffer from such side-effects as nausea and 
vaginal hemorrhage. 

Influence of dose on effect.—That the effects obtained depend to some 
extent at least upon the dosage of estrogen employed was made clear by 
a comparison of the response of two groups of patients treated with either 


stilbestrol or dienestrol, one group being given 20 mg. per day, the other 
1.2 mg. per day. 

An examination of the mean clinical values of these two groups of 
patients showed a significantly better response in those treated with the 
dose of 20 mg. per day. In terms of actual regressions it was found after 
three months’ treatment with the higher doses that 32 per cent. of patients 
showed regression of at least one manifestation, whilst on the low doses 


(b) 
Fic. 5 —EFFECT OF (STROGENS ON BREAST CANCER 
Patient aged seventy-eight years: (a) before treatment: axillary mass and infraclavicular 
nodule; (5) two months after treatment with stilbeestrol, 10 mg. daily. Both masses 
have gone—note pigmentation of opposite nipple, 
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19 per cent. of patients showed a similar regression. An inverse relation- 
ship was found when a similar computation was made, using as the index 
patients showing a worsening of any one lesion. On the higher doses, <5 
per cent. of patients showed an advancement of one or more lesions; on 
low doses the figure was 77 per cent. The relationship of dose to effect is 
the same when a period of six months’ treatment is similarly analysed. 

Although it is clear that a daily dose of 20 mg. of stilbeestrol or diencestrol 
is preferable to 1.2 mg., it has been found that no increased benefit is 
obtained with still higher doses. A dose of 50 mg. or more of stilbeestrol 
per day yields no better results, and in fact it is our impression, based on 
a small group of patients, that their condition was worsened. 

Influence of other factors on effect.—Other factors apart from dosage have 


- P 


pt. —-- 
(a) (vb) 
Fic. 6.—EFFECT OF CESTROGENS IN LUNG METASTASES FROM BREAST 
CANCER 
Patient aged fifty-two years: (a) before treatment; (6) after two months’ treatment 
with stilbeestrol, 20 mg. daily. 


been found to influence the effect, one of them being the age of the patient. 
A clear impression has been gained by all workers in this field that estro- 
gens have a greater influence in breast cancer in older women. This can 
be shown to be so by a comparison of the mean clinical value for women 
over and under sixty years of age when treated with cestrogens. 
Mean clinical value for patients over 60 .. 4.8 (43 cases) 
Mean clinical value for patients under 60 .. 3-7 (76 cases) 
There is a current but unsupported belief that pre-menopausal or meno- 
pausal patients may be unsuitable subjects for estrogen treatment. In so 
far as they belong to the younger age-group it is less likely that they will 
react as favourably as patients over sixty years of age. On the other hand, 
we have not found that pre-menopausal patients reacted less favourably 
than post-menopausal patients in the under-sixty group. I have not found 
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any real evidence to support the belief of Nathanson (1946) that disease 
has ever been accelerated in pre-menopausal patients, although this is a 
difficult point to decide. 

The favourable response of the older woman is of considerable interest 
both from the theoretical and the practical standpoint. It has therefore 
been analysed further, and it can be shown that the higher M.C.V. in 
older women is not due to their lesions possibly being more slow-growing 
(and hence giving the impression of being stationary), but to the larger 
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Fic,7.—EFFECT OF ESTROGENS ON HUMAN VAGINAL EPITHELIUM (x 260) 

(a) Typical post-menopausal smear showing leucocytes, deep and superficial epithelial 

cells; (6) after oral treatment with estrogens. Note predominance of fully cornified cells. 

number of true regressions, sometimes dramatic, occurring in this group. 
The question of the most favourable site of metastases in relation to 

their response to cestrogens has been examined. In table 1 (Walpole and 

Paterson, 1949) are listed the sites and the percentage of regressions obtained. 

TABLE I 
Regression-rate according to site of 71 manifestations of mammary cancer after 
six months’ treatment with cestrogens 
Regressions 


Site Cases Regressions 
(per cent.) 





Primary- ea a 23 

Lung .. a 7 28.6 
Bone .. - wi 4 25.0 
Lymph node 6 19.4 

Chest nodules I 9.1 

This may be taken as showing the sensitivity of the tumours as they are 
influenced by site. No explanation for these differences has been found, 
and it may be that they are not really important. ‘The table serves to show 
that, as with the androgens, any manifestation may respond. 

More important has been the finding that if a patient responds at all to 
the drug there is a likelihood of response occurring in several of the mani- 
festations present in the same patient. Thus the response is generalized, 
and the explanation must be sought in the patient as a whole, or maybe in 
the tumour as a whole. 
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The possibility that the pathological grading of the tumour may influence 
the effect of either estrogens or androgens has been examined by Lowen- 
haupt and Steinbach (1949). In their series it was found that the most 
responsive tumours to either estrogens or androgens were the highly 
differentiated types, and these occurred predominantly, but not exclusively, 
in the older patient. Although this finding is of great interest, it would 
nevertheless be of doubtful value to use this grading method if only a 
small biopsy were available, since tumours of the breast vary considerably 
in differentiation throughout their extent. 

(Estrogen effect correlated with tumour effect.—-An approach to finding the 
factors in the patient which determine response to cestrogens has been 
made in a series of post-menopausal patients by correlating the effect of a 
given dose of cestrogen both on the tumour and on the keratinization of the 
vaginal epithelium (fig. 7: Walpole and Paterson, 1949). 

A moderate correlation has been shown to exist in the sense that the 
failure to induce keratinization in the vaginal epithelium was accompanied 
by a failure to obtain clinical response in the tumour; the converse was not, 
however, true; patients who showed a high degree of keratinization did 
not necessarily show a correspondingly good clinical regression of their 
lesions. However, the older patient, who is more likely to respond clinically, 
is also more likely to respond by showing keratinization. This method of 
examination could be used to exclude unfavourable cases from cestrogen 
treatment, but it would only be clinically valuable if such patients were 
ipso facto good candidates for androgen treatment. 

The failure of some patients to respond by keratinization of the vaginal 
epithelium is of interest and is as yet unexplained. The failure does not 
depend upon the doses employed. In some cases it may depend upon a 
failure of the drug to reach the vaginal mucosa. This is not the main cause 
for failure, since it has been found that some patients who do not show 
keratinization after oral administration also fail to respond if the drug is 
applied intravaginally. 

It has occurred to us that a patient who failed to respond to the estro- 
gens might be responsive to the androgens, and vice versa. ‘This attractive 
possibility has not been borne out by the results of an experiment in a 
small series of patients. Patients who have failed to respond to estrogens 
have rarely responded to androgens; on the other hand, patients who 
have shown a good response to either androgens or to estrogens, but in 
whom the disease eventually advanced, have been treated with the opposite 
hormone with good effect. 


DISCUSSION AND SUMMARY 


At present it is not possible to reach any conclusion on the mode of action 
of the cestrogens in breast cancer, until more experimental work has been 
done. The modes of action which have been suggested in the literature 
fail to solve the main problem, which is the differing response of individual 
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patients. At present, in spite of finding certain influencing factors, the 
response is still unpredictable. 

A possible line of approach would be the study of patients who show 
insensitivity to an estrogen when it is applied directly to the vagina. From 
this it might be possible to obtain evidence of other factors which may be 
necessary before cells, and particularly malignant cells, can be responsive 
to estrogens. 

One of the practical questions arising out of the effect of both estrogens 
and androgens in breast cancer is whether or not such treatment could be 
used as an adjuvant to radical treatment by surgery in the early case. In 
young patients, sterilization would be a reasonable procedurc, although as 
yet we have no conclusive proof of its worth; androgen treatment has also 
been used, but is probably unpractical on account of the indefinite period 
over which it would have to be used. The prolonged use of cestrogens 
in an apparently cured patient carries with it a certain risk, since the 
cestrogens have been shown from animal experiments to be carcinogenic. 

From the practical standpoint the following summary may be useful: 

(1) Hormones have no value as curative agents in mammary cancer; 
they may, however, be used with benefit in the advanced case which is 
otherwise untreatable. 

(2) There is no method of predicting which cases will respond to hor- 
mones; the evidence is in favour of estrogens for older patients, and of 
castration or androgens for pre-menopausal cases. Whichever form of 
treatment is adopted, it is reasonable to persist for about three months 
before regarding the case as unresponsive. Thereafter recourse can be made 
to the opposite hormone, although the chances of a response are slim. If 
the patient responds, the duration of treatment depends upon her tolerance 
of the hormone. 

(3) After eventual failure of growth restraint in a case successfully treated 
by estrogens, further benefit may be obtained by androgens, and vice 
versa. 
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THE ENDOCRINE CONTROL OF THE 
BREAST 


By J. M. ROBSON, M.D., D.Sc., F.R.S.E. 
Professor of Pharmacology, Guy's Hospital. 


Mucu work has been done on the endocrine control of the mammary gland; 
most of this has been performed on various species of animals, and a reason- 
able picture of the mechanism responsible has been evolved. It is probable 
that the control of the human breast is similar, but in actual fact there has 
been, as would indeed be expected, little work on the human subject in this 
field, and views on the endocrine control of the breast are largely based on the 
results of animal experiments. More detailed discussions of the subject are 
given by Folley (1947) and by Robson (1949). 

The breast develops rapidly at the onset of sexual maturity and then shows 
changes which can be correlated with the menstrual cycle and with preg- 
nancy and lactation. As in the other reproductive organs, atrophic changes 
in the breast occur after the menopause. All these changes are under the 
control of hormones secreted by the ovary and the anterior pituitary gland, 
but a balanced activity of other endocrine glands is also essential for normal 
mammary function. This may particularly become disturbed with an ab- 
normal activity of the adrenal cortex, and an abnormal carbohydrate meta- 


bolism, which is, of course, controlled to an appreciable extent by the 
anterior pituitary. 


THE OVARIAY HORMONES 


Both cestradiol and progesterone play a part in controlling mammary 
growth. It can also be shown experimentally that androgens, e.g. testos- 
terone, can produce effects on the growth and function of the breast, and 
there is indeed evidence that the ovary does produce some androgen, but it 
is not known to what extent, if any, androgens play a part in controlling the 
normal mammary function. 

(Estrogens (e.g. cestradiol, which is the estrogen probably produced by 
the ovary) produce proliferation of the mammary gland, although the 
extent to which this occurs varies in different species. In the monkey, for 
example, prolonged administration of cestradiol will produce marked de- 
velopment of the mammary gland in ovariectomized female animals, and 
even in male animals (Gardner and Wagenen, 1938). Appreciable growth of 
the breast has also been obtained in women following the prolonged ad- 
ministration of 35 mg. of estradiol benzoate per week (MacBryde, 1939). 

Progesterone also produces growth of the breast, and acts synergistically 
in this respect with estradiol, and it has been shown by Werner (1935) that 
the administration of both estrogen and progesterone in women causes a 
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greater increase in the size of the breast than is produced by estrogen 
alone. It is probable that the slight mammary growth seen during the second 
stage of the menstrual cycle (i.e., when the corpus luteum is active), and 
much of the marked growth occurring during pregnancy, are due to the 
synergistic actions of these two ovarian hormones. It has been shown ex- 
perimentally that the optimum effect of the two hormones on the mammary 
gland depends upon correct hormonal balance, and it is quite likely that any 
appreciable deviation from this correct hormonal balance may lead to 
abnormalities of the breast. There has been some discussion as to whether 
the ovarian hormones produce their effect on the mammary gland directly 
or via the pituitary. The question is not completely settled, but it seems 
likely that the main actions of the ovarian hormones are exerted directly on 
the mammary tissue. 

Although estradiol and progesterone, acting synergistically, can produce 
a marked development of the mammary gland equivalent to that seen in the 
early stages of pregnancy, the full development observed around parturition 
has not been produced by the action of these two ovarian hormones alone, 
although this has been attempted by a number of experimental methods. 
For example, in the rabbit, mating is followed by ovulation, and if the animal 
does not become pregnant, the corpus luteum remains functionally active for 
about sixteen days. Prolongation of the life of the corpus luteum to the 
normal duration of pregnancy (30 days), or even beyond, can be achieved 
by the administration of cestrogen, but nevertheless, the mammary develop- 


ment is much less than that seen during pregnancy (Allen and Heckel, 1936). 
In the pregnant hypophysectomized rabbit, gestation can be maintained by 
the administration of cestrogen in suitable doses (Robson, 1936), and under 
such conditions also the mammary gland does not develop to the same 
extent as is observed in the presence of the pituitary. 


PROLACTIN 


The anterior pituitary hormone which is responsible for some mammary 
development and also for lactation has been called prolactin. That there is a 
relation between the anterior pituitary and lactation was suggested by the 
experiments of Stricker and Grueter (1929), and clearly demonstrated by 
Corner (1930). Corner injected an extract of sheep pituitaries into ovariec- 
tomized rabbits and so produced a development of the mammary gland 
similar to that seen at the end of pregnancy. The glands so developed were 
full of milk which could easily be expressed. 

Since then much further evidence has accumulated to show that pro- 
lactin plays an important part in the control of lactation. It has, for example, 
been clearly shown in a number of species that the removal of the pituitary 
during lactation is rapidly followed by a cessation of the mammary secretion. 
On the other hand, the administration of prolactin under various experi- 
mental conditions will induce or increase lactation. The effect of prolactin 
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on the human breast has also been investigated, and it has been claimed that 
its administration in cases of mammary under-secretion will increase the milk 
production, but this requires confirmation. Indeed the relation of prolactin 
to the functional activity of the human breast needs a good deal of further 
investigation. 

Nature and assay of prolactin.—Prolactin is a protein-like substance which 
has been obtained in a crystalline form. Its preparation in a pure form is 
described by Li and his co-workers (1942) (i.e., the same workers who have 
made important contributions to the isolation and chemistry of the adreno- 
corticotrophic hormone—ACTH). They state that their preparation has an 
activity of 25 to 30 international units per mg., and that it has a molecular 
weight of the order of 22,000 to 35,000, the actual figure obtained depending 
upon the method of measurement. 

There is an international standard preparation of prolactin, and the unit 
has been defined as the activity of o.1 mg. of this standard preparation. 
Riddle and his co-workers (1933) made the interesting observation that 
prolactin produces growth of the mucosa of the crop sac of pigeons, and this 
method is at present the only satisfactory one for the assay of prolactin. 
Preparations of the hormone are assayed by this method, in comparison with 
the international standard. It must, however, be remembered that the 
pituitary factor which is assayed by this method is not necessarily the only 
one solely responsible for the control of lactation in mammals, and this may 
well account for the uncertain results obtained clinically with preparations of 
prolactin. 


OTHER ENDOCRINE FACTORS 


There is thus much evidence that the two ovarian hormones, cestradiol and 
progesterone, are responsible for the growth of the breast, and that pro- 
lactin causes further growth and controls lactation. As more work is being 
done, however, it is becoming clear that prolactin cannot induce milk 
secretion even in the developed mammary gland unless normal metabolic 
conditions are present in the body, and that these favourable metabolic 
conditions are largely controlled by other endocrine factors. 


THE ADRENAL CORTEX 


It has been suggested (Brownell et al., 1933) that the adrenal cortex pro- 
duces a separate hormone which is essential for lactation, but this has not 
been confirmed. On the other hand, it is clear that lactation requires the 
normal metabolic conditions which are maintained by the activity of the 
adrenal cortex. If the pituitary is removed in nursing animals, lactation 
ceases, and this cannot be restored merely by the administration of pro- 
lactin; adrenotrophic hormone (ACTH), which stimulates the adrenal 
cortex, has also to be given in order to ensure lactation. The administration 
of adrenal steroids, e.g. deoxycortone, increases lactation in adrenalec- 
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tomized rats, but it has not as yet been shown which of the adrenal steroids 
are the most important in this respect. 


CARBOHYDRATE METABOLISM 


There is evidence that at least one other anterior pituitary hormone, apart 
from prolactin, is necessary for normal lactation, and that this hormone 
exerts its action by an effect on the carbohydrate metabolism. Folley and 
Young (1938) tested a number of anterior pituitary preparations for two 
effects: (1) their activity by the pigeon crop gland test; and (2) their glyco- 
trophic (anti-insulin) effect in the rabbit. These extracts were also tested 
for their lactogenic effect in normal cows. It was found that the lactogenic 
activity (i.e. capacity to induce lactation in cows) of these extracts varied, 
not with their activity in producing stimulation of the pigeon crop gland, 
but rather with their glycotrophic activity. Folley and Young suggest that 
lactation is not controlled by a single hormone, and that the crop gland re- 
action is a test for only one of the pituitary factors involved in lactation. 


THE THYROID 


There is good evidence that administration of dried thyroid or of thyroxine 
can produce marked stimulation of lactation, although the mechanism of 
this effect is at present obscure. Folley and White (1936) showed that in- 
jection of thyroxine into cows in declining lactation caused a marked.increase 
in milk secretion and in the production of milk fat and other non-fatty 


solids in the milk. More recently, Folley and his co-workers (Bailey et al., 
1949) have shown that in the cow, thyroxine is also highly effective when 
given orally. The milk so produced does not contain any quantities of 
thyroxine detectable by biological methods. A new synthesis of /-thyroxine 
has markedly reduced the cost of this substance, which is now available in 
large amounts for work in animals and in man. There is already some 
evidence that the oral administration of dried thyroid or of thyroxine can 
be of value in cases of hypogalactia in women, but this requires further 
investigation. 


THE CONTROL OF LACTATION 


In general, it can be said that the mammary gland develops gradually 
during the course of pregnancy but that there is little or no secretory activity 
until after parturition: then secretion, first of colostrum and later of milk, 
begins. Both hormonal and nervous factors appear to be concerned in the 
control of lactation. 

Two explanations have been given to account for the absence of lactation 
during pregnancy: (1) that it is due to the distension of the uterus which 
reflexly inhibits the activity of the breast, probably via the pituitary (Selye, 
1934); and (2) that hormonic factors are responsible. This second pos- 
sibility is strongly supported by the finding that lactation can be inhibited 
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by the administration of cestrogen and also of testosterone. Such an in- 
hibitory effect may be exerted directly on the mammary gland, since Folley 
and White (1937) have found that estrogen markedly decreases the response 
of the crop gland of the pigeon to prolactin. The effect of cestrogen in pro- 
ducing inhibition of lactation has proved of great clinical value. 

In certain species the administration of cestrogen will actually stimulate 
lactation, but this does not appear to be of significance in women. It has been 
found that the administration of estrogen to non-pregnant goats and also 
to cows, either by inunction or by implantation of tablets of cestrogen, will 
induce copious lactation. The response is, however, very variable, and side- 
effects, such as nymphomania, occur which make it of little practical value. 
It is probable that this effect is due to the estrogen stimulating the pituitary 
to the secretion of prolactin. 

Lastly, the maintenance of lactation is controlled not only by hormonic 
but also by nervous factors, which in all probability ultimately exert their 
effect by stimulating the lactogenic actiyity of the anterior hypophysis. 
Mechanical stimulation of the nipple produced by suckling appears to be 
important in this respect, and it has even been suggested that the suckling 
stimulus is necessary for maintaining the functional integrity of the 
mammary gland. The significance of suckling has been strikingly demon- 
strated by Selye and McKeown (1934), who showed that if lactating mice 
are constantly supplied with fresh litters (from other mice) to suckle, 
lactation will be prolonged for periods up to two months, i.e., some three 
times its normal duration. 
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DISEASES OF THE LACTATING BREAST 


By GILBERT I. STRACHAN, M.D., F.R.C.P., F.R.C.S., F.R.C.0.G. 


Professor of Obstetrics and Gynecology, Welsh National School of Medicine ; 
Consultant Obstetrician and Gynecologist to the United Cardiff Hospitals. 


Tue breast is a peculiar organ in that it reaches maturity in three stages. 
The first stage of development occurs at puberty when the breast, under 
the influence of estrogens, hypertrophies to acquire the characteristic female 
format. During pregnancy, still under the influence of estrogens but now 
with the added stimulus of progesterone, the second stage of development 
occurs. This is associated with further hypertrophy and with the important 
function of secretion. Both these stages are, however, only preliminary to the 
third stage, the stage of lactation, and it is only in this stage that the breast 
can be said to have reached full functional development. 

Lactation is initiated by the influence of prolactin, a hormone elaborated 
by the anterior pituitary, whilst oxytocin from the posterior pituitary is said 
to play a part in response to the stimulus of suckling. The period of lactation 
is characterized by hyperemia, hypertrophy and much functional and 
organic activity in the organ, so that it is not surprising that variations in 
the function are encountered, whilst certain organic diseases, mainly in- 
flammatory, are almost peculiar to the lactating period. 


Lactation, like any other function, may exhibit variations from the 
normal. Thus, it may be entirely absent—agalactia—and for this condition 
little can be done. It may be present but insufficient in quantity, or again it 
may be excessive in amount, constituting the condition of galactorrheea. 


FAILURE OF LACTATION 
This condition, according to Saner (1950), is evidence of an initial incapacity 
of the breast itself, and, although it may occur unexpectedly, it is found 
mainly when the breasts are large and flabby, with flat nipples and pale 
areola. The breasts most likely to be normally active are the firm organs of 
normal size with prominent nipples. 

In the majority of these cases the deficiency of lactation is present from 
the onset of suckling, but in some, lactation is quite satisfactory at first, and 
after a variable period and for no obvious reason it becomes deficient. 
Three factors, separately or in combination, are usually concerned: (1) a 
deficiency of cestrogens which prevents proper physical development; (2) a 
deficient secretion of prolactin from the anterior pituitary so that lactation 
is not established; and (3) a deficiency of thyroxine. 

(Estrogens in small doses probably stimulate the anterior pituitary, but 
larger doses are depressant, as will be shown. In veterinary practice the 
effect of cestrogens in improving milk production has been marked, and this 
can be brought about even by inunction of the udders with stilbeestrol 
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ointment. Stilbeestrol, 1 to 2 mg. daily, can therefore be administered in 
these cases and, along with other measures to be mentioned, appears to have 
a satisfactory effect in stimulating secretion. 

Thyroxine increases the yield and also the fat content of cows’ milk, and 
this has been borne out in the case of the human female. But a similar effect 
has been obtained by administering iodinized casein, so that it would appear 
that iodine deficiency is the main factor in these cases. In this connexion 
Margaret Robinson (1947) administered Lugol’s iodine, 6 minims (0.35 ml.) 
twice daily, with good results. But iodine must not be given when the 
breasts are enlarged, lumpy and tender, as this causes aggravation of the 
condition. In such cases large doses of stilbeestrol, up to 5 mg. four-hourly 
by mouth, should be given in the first place in order temporarily to suppress 
lactation. When the lumpiness clears up, Lugol’s iodine can then be given, 
usually with good effect. 

Prolactin has been found to be so unreliable as a remedy for insufficient 
lactation that its use has been largely abandoned. The numerous galacta- 
gogues advertised commercially are of little or no value. The best galacta- 
gogue is milk itself, and two pints of this should be taken daily. Local 
stimulation of the breast by massage and by alternating hot and cold 
applications is also helpful. 


SUPPRESSION OF LACTATION 


This may be called for when the amount of milk is excessive (galactorrheea), 
but it is mainly indicated when lactation is painful or undesirable, as in 
cases of mastitis, or when the baby is stillborn. 

For long, firm binding of the breasts, the application of belladonna plasters, 
and the administration of magnesium sulphate represented the standard 
treatment of this condition; but this has been radically altered by the dis- 
covery of the action of estrogens in this respect. Probably the effect of 
estrogens is on the anterior pituitary, inhibiting the secretion of prolactin. 
The dosage has to be large and usually stilbeestrol is employed. A satis- 
factory method of administration is to give 5 mg. by mouth, four-hourly for 
three days, then the same amount eight-hourly for another three days, and 
by this time milk secretion usually ceases. If nausea and vomiting result 
the dosage must be reduced, or hexeestrol, which is less toxic, may be 
substituted. 

The most potent cestrogen in this respect is ethinyl cestradiol. This is 
fifty times more potent than stilbeestrol in suppressing lactation (Jeffcoate 
et al., 1948), and a dose of 1 mg. spread over a week gave good results in 
21 out of 22 cases treated. It must be noted that lactation is easily controlled 
by cestrogens in the early stages but not when it is well established. 

The discomfort of mammary congestion may be relieved by sedatives and 
also by appropriate support of the breast. 
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INFLAMMATION OF THE BREAST 

The various inflammatory lesions to which the lactating breast is subject 
may cause much local distress and general upset; in many cases they are 
resistant to treatment, so that they constitute some of the most annoying 
complications of the puerperium. A cracked or abraded nipple is often the 
initial lesion, and infection from this may spread by continuity to the 
superficial subareolar tissue or by extension via the lymphatics or milk 
ducts into the deep parenchyma of the breast. 

Cracked nipples may therefore be considered first. This condition is 
usually unilateral, is most common in primigravida, and may involve the 
apex or the base of the nipple. 

The main predisposing cause is deficient antenatal care of the nipple, so 
that the delicate epithelium tends to be rubbed off by the friction of the 
infantile gums. Should the epithelium become sodden by allowing the baby 
to be at the breast too long, and by imperfect subsequent cleansing and 
drying, this is likely to happen. If the nipples are kept clean and dry during 
lactation, cracking is unlikely to occur. A depressed nipple also predisposes 
to cracking, as the prolonged and ineffective efforts of the baby’s gums to 
grip an insufficiently erect organ create just the conditions for cracking. 
In some cases infantile thrush is the cause, the nipple being infected 
secondarily. 

The lesion may be a deep narrow crack, like a chap on the hands, or a 
larger superficial area of epithelial desquamation. In either event inflam- 
mation of the exposed tissues occurs, and this may lead on to deep mastitis. 
The main symptom is pain, which may be acute, so that any attempt at 
suckling can produce intense agony. The course of events varies widely, 
and one case may heal in twenty-four hours whereas another may be more 
resistant and prolonged. Some cracks are vascular so that some bleeding 
may occur, and if the infant is still at the breast he may swallow and later 
vomit the blood. 

Treatment consists essentially in removing the focus of irritation and 
keeping the nipple clean. If lactation can be maintained, feeding should be 
for only a few minutes hourly. But usually this is too painful and the infant 
has to be removed from the affected breast. The nipple should be gently 
bathed and carefully dried, and the crack dressed with Friar’s balsam. A 
sterile dressing is then applied and the breast well supported by a bandage 
and pad. 

Milk secretion is best dealt with by emptying the breast by massage, and 
the milk so collected can be fed to the baby by spoon, but in this case extra 
milk is usually necessary. A nipple shield prevents pressure, but the breast 
pump should be avoided as it causes pain and tends to prolong the trouble. 
Treated in this way the majority of cases clear up within a few days, but 
care and attention to detail are called for to prevent extension of the in- 
flammation. 
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MASTITIS 

Infection of the breast tissue is usually lactational and, as indicated, may be 
secondary to a cracked and infected nipple. Other predisposing factors are 
congestion and insufficient drainage (Waller, 1949). But an occasional case 
occurs in which none of these factors is present and the cause is obscure. 
The infecting organism is usually the Staphylococcus aureus, and the most 
common time of onset the second week of the puerperium. The condition 
may be superficial or deep. 

Superficial mastitis is usually an infection of the subareolar tissue and it 
does not cause great discomfort. The condition often subsides, but if an 
abscess should form this can be drained by a small radial incision, or in 
some cases it ruptures spontaneously. In either event the administration of 
penicillin hastens resolution. 

Deep mastitis may be of quite rapid onset and is associated with acute 
pain in the affected breast and pyrexia to 102° or 104° F. (38.9° or 40° C.), 
rapid pulse, and much general malaise. The condition is often confined to 
one segment of one breast, and involvement of the other breast is usually 
due to contamination. The involved breast becomes enlarged and very 
tender, but so long as the inflammation is deep there may be little discolora- 
tion. Redness indicates the approach of the inflammation to the surface. 
Glandular involvement is not common and is usually associated with 
stiffness in the arm. 

Treatment.—The object of treatment is to relieve discomfort and to 
attempt to avoid abscess formation by bringing about resolution as soon as 
possible. Comfort is obtained by supporting the breast on a pad of Gamgee 
tissue and a bandage. Engorgement is a frequent cause of great discomfort, 
and for this stilbeestrol, 1 mg., four-hourly for twenty-four hours, usually 
suffices. Usually the breast is too tender to permit of suckling, but if this is 
possible it should be continued, as the milk is usually germ-free. If the breast 
is only partially emptied by suckling, the milk residue may be expressed by 
gentle manual manipulation or by a breast pump. 

The sulphonamide drugs have in general been ineffective in mastitis but 
the effect of penicillin has been very satisfactory. Various dosages have been 
recommended, but a useful method is to give 200,000 units twice daily; this 
gives satisfactory concentration and creates the minimum of disturbance. 

Treated in this way the majority of cases will subside within seven to ten 
days, but the result usually corresponds directly to the care that is given to 
the case. 

Intramammary abscess.—This condition usually arises from a deep 
mastitis which has failed to resolve. The inflammation, instead of subsiding, 
becomes more marked, with pyrexia to 104° F. (40° C.) or more, and the 
woman feels very ill. Rigors are frequent and the breast becomes red and 
swollen, with engorgement of the surface veins. Pointing is indicated by 
cedema and softening of the area of skin involved, which becomes shiny, and 








506 THE PRACTITIONER 


the whole breast is so exquisitely tender that ordinary palpation may produce 
acute agony. 

Treatment should be preventive on the lines that have been indicated, 
and indeed one of the main objects of efficient treatment of mastitis is to 
prevent abscess formation. When the condition is established, rest in bed 
is indicated and attention to the general comfort is of the first importance. 
This comprises support to the breast and appropriate administration of 
sedatives, which may have to include morphine. Breast drainage is en- 
couraged by suckling from the other breast, while the affected breast should 
be emptied from time to time by a breast pump. Penicillin may be given in 
the dosage previously described, and its effect at this stage is mainly to aid 
in localization of the abscess and to stimulate resolution. 

As regards local treatment, it was hoped that with penicillin, incision of 
the abscess could be avoided. Many attempts were therefore made to 
aspirate the pus and to replace it in the abscess cavity by the injection of 
penicillin. But this treatment has been found in practice to be tedious and 
often associated with sinus formation and imperfect resolution. Thus, 
Fraser (1944) found the method successful in only three cases out of a 
series of 15 so treated. If pus is present and pointing it must be evacuated 
by a radial incision, but this should not be longer than one inch (2.5 cm.). 
Any sloughs present can be removed gently, and the gloved finger can then 
be inserted with great care to open up any secondary cavities. Care must be 
taken, however, to avoid opening up uninfected tissues and so spreading the 
inflammation. A small rubber drain is now inserted and a gauze and wool 
dressing applied. The drain can usually be removed in forty-eight hours, 
and healing is complete within two weeks. It is now that penicillin exerts 
its most potent effect in hastening resolution and in shortening convalescence 
after the abscess has been opened; it also permits of a small incision with 
subsequent minimal scarring. 

With treatment carried out on the lines indicated the structural and 
functional “results are usually most satisfactory, with the minimum of 
damage to the breast tissue, so that after a future pregnancy, lactation from 
the organ may be perfectly satisfactory. In a few cases residual infection 
may be troublesome, so that the breast should be re-examined within three 
months. In a very few cases the organ may so disintegrate by diffuse abscess 
formation that its removal is indicated, but this state of affairs is rare 
nowadays. 

GALACTOCELE 
This is a retention cyst of the breast caused by blockage of the milk ducts, 
usually on account of scarring or by local inflammation. If infection is 
present it is usually of low grade, and is not an important feature. It is a 
late puerperal complication occurring usually during the second or third 
month after parturition, and it shows as a tense but not very tender swelling 
of the breast. 
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Treatment should consist in aspiration of the thin milky fluid from the 
cavity, and penicillin, about two-thirds the volume of the aspirated fluid, 
should then be injected into the cavity. The breast has then to be supported 
and lightly compressed in an attempt to obliterate the cavity. This may have 
to be repeated more than once, but the final result is usually satisfactory. 
If the fluid is infected, treatment on the lines indicated is usually effective 
although the course of events may be more prolonged; but if a sinus forms, 
the cavity may have to be opened up and drained for forty-eight hours. 
Stilbeestrol may be given in order to suppress lactation, but it is not so 
effective at this stage as early in the puerperium. 


PREGNANCY-LACTATION CANCER 

When carcinoma makes its first appearance in the breast during pregnancy 
and lactation it appears to be stimulated to great activity, probably by the 
associated activity of the organ. It therefore grows rapidly and forms a 
particularly malignant tumour, so that it is usually inoperable when seen for 
the first time. The involved breast becomes red and may enlarge rapidly, 
so that the condition may appear to be inflammatory, especially as it is 
sometimes accompanied by pyrexia and leucocytosis. For this reason the 
name of erysipeloid carcinoma has been applied to it. The condition is 
therefore often at first regarded as inflammatory on clinical examination, 
and only when resolution fails to occur may fulminating carcinoma be 
suspected. 


It is usually recommended to perform biopsy if improvement does not 
occur at the end of a week’s treatment; but the prognosis, which is always 
serious enough, is made definitely worse by the trauma of section, so that, 
if there is a reasonable suspicion of cancer in such a case, radical removal of 
the breast should be undertaken without delay, if this is possible. 
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SKIN LESIONS OF THE BREAST 


By F. F. HELLIER, O.B.E., M.D., F.R.C.P. 
Physician, Dermatological Department, General Infirmary, Leeds. 


THE breast may be involved in almost any disease which affects the skin, 
but this article will be limited to those conditions which, owing to the 
special physiology or anatomy of the breast, present some peculiarity in 
character. 
ECZEMA 

Irritating, scaling and weeping lesions involving the nipple alone or spread- 
ing peripherally from it as a circular patch, may occur in women with 
normally well-developed breasts or during pregnancy. They are caused 
partly by friction from an ill-fitting brassiére, aided at times by oozing of 
milk, but a constitutionally vulnerable skin may also be a factor. The im- 
portance of this condition, apart from its discomfort, lies in the differential 
diagnosis from Paget’s disease. The main points in favour of a simple 
eczema are a bilateral distribution, an ill-defined margin, and no retraction 
of the nipple. 

The treatment is primarily mechanical. A suitable brassiére must be 
fitted, which supports the breast from underneath and thus does not rub 
the areola. If the skin is oozing, a dressing must be applied to keep the 
brassiére clean, and such a dressing should be an old piece of linen rather 


than lint or gauze. ‘Siccolam’ ointment is the best local application for an 
exudative eczema, although, if it is very moist, it may be necessary at first 
to paint the nipple with 1 per cent. gentian violet or 0.5 per cent. silver 
nitrate solution. Later this may be changed to Lassar’s paste. In very 
chronic cases three or four small doses of X-rays (10or unfiltered) at fort- 
nightly intervals may produce a cure. 


INTERTRIGINOUS LESIONS 

Red, and often oozing, lesions, similar to eczema, under the breasts, may 
be manifestations of seborrheic eczema, psoriasis, monilial and possibly 
other infections. It is not always realized that at times psoriasis may affect 
the flexures instead of the extensor surfaces, and when it does so, it may 
resemble and behave like a seborrheic condition. It may at times be 
difficult to differentiate between the two conditions and only a careful 
examination of the patient for more distinctive lesions can settle the diag- 
nosis. Generally speaking, seborrheic lesions under the breast are moister 
and less weli defined than those of psoriasis, but under heavy breasts this 
latter may at times also be moist. Moniliasis occurs most commonly, 
although not exclusively, in diabetics. The eruption consists of a confluent, 
red, oozing surface at the bottom of the submammary fold, bounded peri- 
pherally by a zone of discrete red spots, which in turn is bounded by tiny 
flaccid, white-topped, unruptured vesicles. 
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The treatment of seborrhaic eczema under the breast is essentially the 
same as that for eczema of the nipple. Here again, the mechanical effect 
of the weight of the breast must be corrected by a well made brassiére, and 
the two opposing surfaces should be separated by a fold of old linen. An 
application which I have found useful is the following :— 

Zinc oxide 120 grains (8 g.) 
Starch 120 grains (8 g.) 
Glycerin 120 minims (7 ml.) 
Lime water 120 minims (7 ml.) 

In psoriasis, it is wise at first to proceed gently along the lines already 
indicated, especially if the skin is sore, but later, if the rash fails to clear, 
the following ointment may be rubbed in firmly :— 

Salicylic acid 10 grains (0.65 g.) 
Ammoniated mercury 10 grains (0.65 g.) 


Solution of coal tar 30 minims (1.8 ml.) 
Soft paraffin 1 ounce (31 g.) 


If this is not active enough, the following paste should be applied 
cautiously for four days and then the above ointment for four days, and 
so on for alternate periods :— 


Dithranol 2 grains (0.13 g.) 
Lassar’s paste I ounce (31 g.) 


The patient must be warned that this paste stains linen, and she should 
wear appropriate old clothes next to the skin. 

Moniliasis responds dramatically to painting with 1 per cent. gentian 
violet ; in fact if it fails to do so, it is probable that the diagnosis is incorrect 
and the rash should be treated as a seborrhaic eczema. 

After a patient who has had an intertriginous lesion under the breast is 
better, she should continue to keep the breasts well supported and to 
powder the skin freely, as otherwise the condition is liable to recur. 


DERMATITIS VENENATA 


The skin of the breast may occasionally be irritated by applications used 
for hardening the nipples during pregnancy, or for arresting lactation 
after weaning. The skin is red and sometimes blistercd, and the diagnosis 
is usually obvious if a careful history is taken. Although not strictly on 
the breast, reference may be made here to the dermatitis which occurs 
occasionally on the back under the metal clip of a brassiére; it may be 
associated with patches under the suspenders and is cured by avoiding 
contact with metal. 
SCABIES 


One of the most characteristic sites for scabies in women is the breast, and 
lesions here may give a clue to the diagnosis of an otherwise obscure 
itching. Usually they are papular and may occur on the areola or else- 
where on the breast. Occasionally they may become eczematized or impeti- 
ginized, and scabies should always be considered in diagnosing any patchy 
eczematous lesion of the breast. Treatment must, of course, be given to 
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the whole body and not just to the macroscopically affected areas. 


FOX-FORDYCE DISEASE 
This is a rare condition characterized by intense itching, often with 
secondary thickening of the skin from scratching, and involving the axilla 
and sometimes the breasts and pubis. The condition is thought to be 
caused by some abnormality of the apocrin glands, which are related to 
sexual activity. It occurs most commonly in highly strung women, but is 
probably fundamentally endocrine in origin; I have seen it occur abruptly 
in a woman after an artificial menopause. 

Treatment is not satisfactory. Following the menopause, estrogens may 
sometimes help, but not in all cases. Antipruritic applications, such as 
calamine lotion containing 1 per cent. carbolic acid, or anthisan cream, 
used for its anesthetic rather than antihistaminic properties, may be tried. 
Internally, the patient may require sedatives. It may finally be necessary 
to resort to superficial X-rays, but even this may only help temporarily. 


SEBORRHCIC WARTS 


These are the familiar brown warty patches which occur round the waist 
in most elderly people. They are benign, and cause no symptoms unless 
the patient becomes very conscious of them, when they may itch a little. 
Occasionally when they occur under a heavy breast they may lose their 
brown colour and become moist, red and papillomatous, and bleed with 
trauma. They may readily be mistaken for epitheliomas, but the correct 
diagnosis is usually suggested by the presence of other seborrhaic warts 
on the trunk. If there is any doubt, a biopsy should be performed. Sebor- 
rhaic warts are readily removed by painting with trichloracetic acid. 


SYPHILIS 


A primary syphilitic lesion of the breast is rare, and hence may be over- 
looked because the physician has not thought of this possibility. Syphilis 
should be considered in any persistent sore of the nipple, particularly if 
the glandular enlargement in the axilla is out of proportion to the local 
lesion. Secondary rashes may affect the breast, but here reference will 
be made only to condylomas. These may be found under the breasts and 
present as flat moist plaques. Examination will reveal further evidence of 
secondary syphilis and probably similar lesions in the vulval and perianal 
regions. 
PIGMENTARY CHANGES 

Increased pigmentation of the areola is a normal occurrence during preg- 
nancy but it may also occur in association with certain pelvic tumours, and 
thus unexplained darkening of the areole should lead to a careful pelvic 
examination. Very rarely darkening and thickening of the skin of the nipples 
may be part of a rare condition called acanthosis nigricans: in this, similar 
changes are found in the axilla and groins, where warty hyperkeratoses may 





SKIN LESIONS OF THE BREAST 511 


develop. The importance of this rare disease is that in 50 per cent. of cases 
it is accompanied by a visceral neoplasm, usually in the abdomen. Hyper- 
pigmentation of the nipples may also be an early sign of Addison’s disease. 
It may also occur together with enlargement of the breasts in youths who 
are under treatment with cestrin or some allied substance for acne, a treat- 
ment which should only be used when all other methods have failed. 


KELOIDS 


So-called spontaneous keloids occasionally occur on the upper chest or 
breasts in women; it is possible that they may really be a response to some 
trivial unnoticed injury. They appear as shiny, red infiltrated plaques, 
often with pseudopodium-like processes. They are, of course, harmless but 
may cause alarm because the patient thinks they are malignant, or distress 
because of the disfigurement. Simple excision is followed by further keloidal 
formation. The best treatment is usually some form of irradiation, but with 
large lesions or very chronic ones it is occasionally necessary to carry out 
excision, followed immediately by irradiation of the scar. It must be realized 
that there is a limit to the amount of irradiation which can safely be given, 
and a perfect cosmetic result cannot be guaranteed. 


PAGET’S DISEASE OF THE NIPPLE 


This has purposely been left to the last as it is apt to loom unduly large in 
a discussion on skin diseases of the breast. It is uncommon but very 
important. Although it was first fully described by Paget in 1874, Jessop 
had presented cases to the Leeds Medical Club some ten years previously. 
The visible lesion is probably indistinguishable from ordinary eczema; 
suspicion of its malignant character should be aroused if the eruption is 
unilateral, sharply defined, or producing atrophic changes in the nipple. 
Sometimes, but by no means always, an actual lump may be felt in the 
breast or glands in the axilla. In the absence of a tumour the diagnosis 
can only be made with certainty by means of histology, but @ biopsy must 
be performed in any doubtful case. The histological diagnosis is a problem 
for the expert; suffice it to say that the characteristic feature is a large pale 
cell which seems to be spreading through the epidermis, although it never 
transgresses the basal layer. The exact pathology of the condition is still 
disputed. One school of thought believes that it is an invasion of the 
epidermis around the nipple by cells which have migrated from the ducts 
of the breast where there is already a carcinoma; others consider that the 
condition arises in multiple foci in the nipple and breast. Probably both 
processes occur, but in support of the latter are those cases in which, 
despite a careful examination, no primary lesion has been found in the 
breast. This pathological dispute does not affect the treatment, for when- 
ever Paget’s disease is conclusively diagnosed it may be assumed that the 
breast is actually or potentially malignant and must be treated by radical 


amputation. 








ABNORMALITIES OF THE BREAST IN MEN 


By RAYMOND GREENE, D.M., M.R.C.P. 
Physician, Royal Northern Hospital and Metropolitan Hospital. 


At birth there is no difference between the breasts of boys and girls, and 
although in both slight growth may occur during childhood, no significant 
sexual difference can be discerned. At puberty, sexual differentiation occurs 
as a result of the different hormonal influences to which the undeveloped 
breasts are then subjected: the female breast enlarging as a result of the 
secretion first of cestradiol and afterwards of progesterone, whereas the male 
breast is subjected to traces only of the ‘female’ sex hormones. Instead, 
the male breast comes for the first time under the influence of testosterone, 
which may produce a temporary enlargement, palpable as a large ‘button’ 
beneath the nipple. These lumps may be painful and cause anxiety to 
parents, and even to practitioners who are unaware of their harmlessness 
and transience. At this stage microscopical examination shows branching 
ducts but no lobules, a picture which remains constant through life unless 
the organ should be subjected to abnormal hormonal influences. 

Disease of the male breast is rare. In the series reported by Geschickter 
(1945), there were 150 cases in men and 5,855 in women. Of these 150 
cases, 108 were classed as ‘gynzcomastia’, but it appears that this term, 
properly applied to the growth on a male of normal female breasts, is used 
to include cases of ‘fibroadenoma’, of which there were 82. Of the remainder, 
30 were carcinoma, 5 infective conditions including syphilis, 3 sarcoma, 2 
lipoma, 1 papilloma and 1 dermoid cyst. Neal and Simpson (quoted by 
Geschickter) reported a numerically similar series of 152 male and 5,162 
female cases. Of their 152 male patients, 51 were cases of ‘fibroadenosis’ 
and 46 of ‘hypertrophic mastitis’, by which they apparently meant what we 
would call gynecomastia. The term mastitis should never be applied except 
in its true meaning of inflammation of the breast. It has led to widespread 
confusion and frequent misunderstanding. Of the remaining cases, 28 were 
cancer, -4 infective conditions, 7 sarcoma, 6 lipoma, 1 papilloma, and 3 
cysts of unspecified kind. There was also 1 case of sebaceous adenoma, and 
1 case of lymphangioma. Taking both these large series into consideration, 
it appears that the diseases of the male breast likely to be encountered are :— 

Fibroadenoma 44 per cent. approximately 


Gynzcomastia 24 per cent. approximately 

Carcinoma 19 per cent. approximately 

Sarcoma it 

Infective conditions 

Lipoma 

Papilloma 

Cysts, various 

Sebaceous adenoma 

Lymphangioma 
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3 per cent. approximately 


< I percent. 





ABNORMALITIES OF THE BREAST IN MEN 513 


In a brief review it is justifiable to omit from further consideration all 
these conditions except the first three. Only a brief reference need be made 
to fibroadenoma and carcinoma, which occur so much more commonly in 
women. 


FIBROADENOSIS 


This word is here used for convenience to include the several conditions 
referred to as chronic mastitis, chronic interstitial mastitis, chronic lobular 
mastitis, chronic cystic mastitis, chronic proliferative mastitis, chronic 
productive mastitis, chronic hypertrophic mastitis, chronic indurative 
mastitis, chronic sclerosing mastitis, chronic diffuse interstitial mastitis, 
chronic induration of the breasts, the painful lumpy breast (the most 
respectable term of all), mastodynia, adenosis, hyperplastic cystic disease, 
adenocystic disease, chronic cystiferous hyperplasia, fibrocystic disease, 
cyst-adenomatosis, mammary dysplasia—old Uncle Tom Cobley and all! 
Except for the last, all these conditions shade into one another, and have in 
common various degrees of hyperplasia of the fibrous and glandular ele- 
ments of the breast tissue. 

In women, there is some reason to suspect that the disorder usually arises 
as a result either of a raised eestrogen/progesterone ratio or of an excessive 
sensitivity of breast tissue to estrogens compared with its sensitivity to 
progesterone. At first sight such a mechanism would appear inad:nissible in 
men. The arguments which may be advanced when the disease in women is 
considered (Greene, 1950) cannot be used, although it is true that a some- 
what similar condition is produced in men during the treatment of prostatic 
carcinoma with stilbeestrol. Conversely, enlarged and painful breasts have 
occasionally been observed during the treatment of eunuchoidism with 
testosterone. With these exceptions, I am not aware that obvious endocrine 
abnormalities have been observed in association with fibroadenosis in men. 
Nevertheless, the possibility of an endocrine mechanism cannot be dis- 
missed, partly because it is improbable that the same condition should be 
produced by an endocrine imbalance in the one sex and not in the other, and 
partly because both male and female hormones are present in the tissues of 
the normal male, and we have no means at present of determining whether 
they are present in an exactly normal ratio. Differences in the reaction of 
male breast tissue to circulating sex hormones may theoretically account for 
the appearance of fibroadenosis in some otherwise normal men. 


CARCINOMA 


The appearance of a lump, whether painful or not, beneath a man’s nipple, 
is bound to lead to a suspicion of cancer. In long-standing cases, differentia- 
tion is easy; easier by far than in women. Perhaps because of the small 
space in which it is free to grow, a carcinoma of the male breast early be- 
comes attached to underlying muscle and to overlying skin, causing dimpling 
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and retraction of the nipple. A bloody discharge or ulceration appears re- 
latively early. In the very early case, on the other hand, the differential 
diagnosis is not easy, even by the most skilled fingers. 

The question of whether fibroadenosis may be a predisposing cause of 
cancer is still unanswered, but the fact that two such rare conditions have 
occasionally been observed together is a sufficient answer for practical pur- 
poses. Nodules in the male breast should be removed and microscopically 
examined. Radical mastectomy and postoperative irradiation should follow 
if carcinoma is detected. 

Carcinoma of the male breast is exceedingly rare, occurring in only about 
one-half per cent. of all cases of disease of the breast. It is, however, present 
in 19 per cent. of all cases of disease of the male breast. Its differential 
diagnosis from fibroadenosis has been discussed above. Its treatment 
differs in no way from that of cancer of the female breast. 


GYNACOMASTIA 


Since there has been much confusion over terminology, it is well to begin 
with a definition. Gynzcomastia is here used to mean the presence in a 
male of breasts resembling the normal breasts of a woman. It does not 
include fibroadenosis within, nor the accumulation of fat without. Gynzco- 
mastia is not a common condition. In the United States Army, Karsner 
(1946) found 284 cases, or 16 cases per 100,000 men; 12 were bilateral. The 
frequency of unilateral cases is not surprising in view of the commonly 
unequal sensitivity of the two sides to circulating hormones. The condition 
has been described in association with a great number of possible causes. 
Cases may conveniently be divided into those associated with an obvious 
testicular abnormality and those without. 

In the first group are included neoplasms of the testes, atrophy of the 
testes and absence of the testes. Among the neoplasms, teratoma is the most 
common, followed by chorion-epithelioma and carcinoma. Atrophy of the 
testicles may be due to trauma, epididymitis, mumps, tuberculosis and 
lesions of the central nervous system. I have seen gynzcomastia and 
testicular atrophy in a patient with a bronchial carcinoma who died of 
cerebral metastasis; in one still living who has a sarcoma of the fibula with 
secondaries in the lungs and perhaps in the central nervous system; and in 
one, in whom both conditions were transient, who was suffering from 
disseminated sclerosis. In such cases one is tempted to postulate a hypo- 
thalamic lesion acting by way of the anterior pituitary gland. 


Klinefelter et al. (1942) have reported a series of cases of gynecomastia associated 
with differing degrees of testicular deficiency, aspermia, and an increased output of 
follicle-stimulating hormone from the anterior pituitary. Albright (1937) has 
described another syndrome in which precocious puberty is associated with skin 
pigmentation and disseminated fibrous dysplasia of bone. In one such case reported 
by Falconer et al. (1942) gynecomastia occurred. Cooper and Hoen (1949) have re- 
ported the appearance of gynzcomastia after spinal cord injuries. It appeared in 
7 of 32 cases of paraplegic men. Cooper et al. (1950) have reported its occurrence in 
4 out of a further series of 16 men with spinal cord injuries. At first sight such an 
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association might be ascribed to the liver deficiency which so often accompanies the 
katabolic phase of severe injury. Unfortunately for this hypothesis, gynecomastia 
appeared in the latter series three, five, eleven and twelve months after injury, by 
which time the hepatic function had become normal. In each case, however, it was 
associated with testicular atrophy, the explanation of which is still a matter for 
speculation. 

In the second group are included cases without obvious testicular abnor- 
mality. For instance, gynecomastia has been reported in cases of neoplasms 
elsewhere than in the testicle, such as teratoma, renal hypernephroma, 
and adrenal cortical tumour. It has occurred during the treatment of 
Addison’s disease with cortical extracts and with synthetic deoxycortone 
(Lawrence, 1943), in Graves’ disease, and in leprosy. Of great interest are 
the cases described by Hibbs (1947), Klatskin et al. (1947), and Davies 
(1949), in which gynecomastia occurred as a result of nutritional deficiency 
and disappeared when a normal diet was given. Such cases, and perhaps 
the single case in Graves’ disease, may be linked with gynecomastia oc- 
curring in association with acute hepatitis (Gilder and Hougland, 1946) and 
cirrhosis of the liver. Estrogens are conjugated in the liver with glucuronic 
acid before excretion, and a severe liver deficiency may so interfere with 
this reaction that the estrogens which are present naturally in the circulation 
even of men are allowed to accumulate in the body in an active form. In 
cases of nutritional deficiency, liver function tests may show hepatic de- 
ficiency, and testicular atrophy may occur. A rare cause, which may with 
some certainty be ascribed to estrogenic excess, is the prolonged administra- 
tion of amphetamine sulphate, some samples of which have been shown 
to contain an impurity with cestrogenic activity (Stuart Mason and Morris, 
1949). More common by far are the cases due to known exogenous cestro- 
gens. These were once common in chemical factories. I have seen a case in 
which enlargement of the breasts followed the use of an estrogenic oint- 
ment prescribed for pruritus ani. 

The underlying cause of gynzcomastia is still uncertain. There is, how- 
ever, one thread which can be followed through the tangled skein. In almost 
every case it is justifiable to postulate an increase in the ratio of estrogen to 
androgen in the circulating blood. An increase in the size of the infant’s 
breast (often wrongly called ‘infantile mastitis’) is generally thought to be 
due to the effects of cestrogens derived from the mother’s blood and not yet 
excreted (Asher, 1950). I have already shown that liver deficiency causes an 
increase in circulating cestrogens and is capable of explaining the cases due 
to malnutrition, thyrotoxicosis and frank hepatic disease. Faced with 
adrenal feminizing tumours, an increase in their cestrogenic output may be 
postulated. On the other side of the story, a reduction of testosterone ex- 
plains adequately the cases due to atrophy or destruction of the testicles. 

More difficult to explain are those cases in which there is no obvious 
cause for either estrogenic excess or androgenic deficiency. In some patients, 
enlargement of the breasts is the only discoverable abnormality. Some of 
these may be cases of Klinefelter’s syndrome, in which the testicular de- 
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ficiency may not be obvious. It is, however, tempting to postulate a genetic 
state in which the breasts are unduly sensitive to the action of estrogens. 
Patients are occasionally seen with other signs mildly suggestive of inter- 
sexuality: a smooth skin, small but normal testicles, somewhat deficient 
hair growth, a rather high voice, and perhaps somewhat wide hips and 
plump buttocks. Such men usually lead normal married lives and beget 
children, and it seems safe to assume that there is nothing drastically the 
matter with their testicular function. Perhaps it is the reaction of their 
bodies to the sex hormones which is abnormal, not the hormonal balance. 

Lastly, at the risk of irrelevance, should be mentioned the truly inter- 
sexual individuals. The subject of intersexuality is too large to be discussed 
here, but it is justifiable to stress the difficulty which may be experienced in 
deciding the true sex of a patient whose presenting symptom is enlargement 
of the breasts. It may be necessary to do a laparatomy and a biopsy of the 
gonads before certainty can be assured. Although true hermaphroditism is 
rare, the last two intersexual patients whom I have seen, both in the last 
few months, have been of clinically indeterminable sex. One had bilateral 
intra-abdominal ovotestes, the other an intra-abdominal ovary with a corpus 
luteum and a scrotal testicle showing normal spermatogenesis. If great care 
is not taken, the breasts may be removed from a girl with an enlarged 
clitoris. 

Treatment is the treatment of the cause, when this can be determined. 
The enlarged breasts of malnutrition return rapidly to normal when proper 
feeding begins. The withdrawal of exogenous cestrogenic stimulation leads 
to a regression of the breasts, which may be accelerated by the administra- 
tion of testosterone. The cause itself may be so lethal that attention to the 
breasts is hardly worth while. Often the removal of the breasts is the only 
treatment possible, the magnitude of the operation being fully justified by 
the devastating psychological effects of gynzecomastia if left untreated. 
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CESOPHAGEAL AND INTESTINAL 
OBSTRUCTIONS 


A COMPARISON 


By N. R. BARRETT, M.Cuir., F.R.C.S. 
Surgeon, St. Thomas’s Hospital. 


INTESTINAL obstruction is a fairly common event in the day-to-day work of 
any large hospital, but cesophageal obstruction is not so common, so serious 
or so urgent. At least so it has seemed to surgeons who, until recently, have 
had no easy treatment to meet the situations created by aphagia. 

Obstructing lesions at the lower end of the esophagus were found by 
Allison (1949) in 507 patients between the years 1939 and 1949, and 167 of 
these did not have malignant disease. At St. Thomas’s Hospital, during the 
period 1936-48, 382 patients complaining of dysphagia were admitted to the 
wards, and 164 had benign lesions. These statistics suggest that esophageal 
obstruction is not rare, and that among those who are afflicted about one- 
third have benign lesions. Yet esophageal obstruction receives scant atten- 
tion in teaching, and in practice an attitude of hopeless expectancy often 
governs treatment. In a recent paper Kay (1943) stated that in his experience 
30 per cent. of patients whose gullets were obstructed by carcinoma died 
without any attempt being made to relieve their misery, and that in those 
who had been treated by gastrostomy—to which surgeons have so often 
turned in despair—the average expectation of miserable life was less than 
four months. Two factors have led up to this unsatisfactory position. 
Allison (1948) put his finger upon the first when he wrote about ‘peptic 
ulcer of the esophagus’ :— 

“The patient . . . has suffered in a sort of ‘“‘no man’s land” to which the abdominal 
surgeon could not reach and to which the physician had no access. The radiologist 
passed it by as quickly as the force of swallowing would take him. The endoscopist 
saw it as through a glass darkly on the distant boundary of his territory . . .’. 

Moreover, carcinoma of the awsophagus—hopeless and untreatable— 
stands out in the memory of students and doctors as the lesion which 
dominated and overshadowed the subject. The time has come to modify 
these views, for to-day we should be able to say that no patient need die 
of inability to swallow. 

(Esophageal obstruction is a state in which food or liquids cannot pass 
from the pharynx to the stomach. It resembles intestinal obstruction in 
being either acute, subacute or chronic, and in that it may be caused by 
mechanical, paralytic or spastic conditions, but it differs importantly in signs, 
symptoms and effects because the contents of the bowels, dammed-up above 
an intestinal obstruction, cannot escape, whereas the obstructed gullet can 
be emptied through the mouth. There are many causes of obstruction and I 
shall refer only to some which illustrate points of contrast. 
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CAUSES AND EFFECTS OF OBSTRUCTION 

The common causes of mechanical intestinal obstruction, apart from 
growths which equally affect the gullet, are strangulated hernia, bands and 
adhesions, volvulus, intussusception, thrombosis and embolism. All depend 
upon the facts that the intestines have mesenteries and that in certain sectors 
the blood supply is peculiar. By contrast the cesophagus, traversing the 
mediastinum, is retro-serous, and well supplied with blood by numerous 
short arteries coming directly from the aorta; thus the gullet is not liable to 
any of these calamities, and it becomes obstructed for a number of reasons 
which rarely affect the gut. 

Congenital deformities, such as atresia, webs, strictures, megacesophagus 
and abnormalities of the great vessels in which the gullet is encircled, and 
so obstructed, have become prominent recently because methods of 
diagnosis and treatment which offer success have been devised; and it has 
been interesting to note that the fact that something can be done to over- 
come the obstruction has brought to light many more cases than were known 
to exist. 

Foreign bodies which have been swallowed and which have successfully 
passed through the stomach and duodenum rarely cause either intestinal 
obstruction, perforation or peritonitis, and it is significant that all manner of 
objects, ranging in variety from razor blades to a small bust of Napoleon, 
have been passed per rectum. The cesophagus, by contrast, is likely to be 
obstructed by any foreign body which gets held up, and there are various 
ways in which this may happen. The object may block the lumen either be- 
cause it finally obstructs a stenosis which up till that moment was not com- 
plete, or because of its sheer bulk. I have seen two patients obstructed by 
food so firmly impacted in the lower gullet that esophagoscopy was necessary 
to get it out. The first object was orange peel and the second a piece of steak 
about one cubic inch in size. The chance of impaction is remote but Richard- 
son (1945) reported several cases, and said that if the matter was protein it 
could be digested by prescribing a substance called ‘caroid’. This is vegetable 
pepsin and will digest 35 times its own weight of lean meat. A small foreign 
body may so irritate the esophagus as to cause complete obstruction from 
spasm. 

I have had a patient who was eating mussels and who inadvertently swallowed a 
small, sharp, fragment of shell. This lodged in the gullet about half an inch below 
the cricopharyngeal sphincter, and several attempts to get it out had been un- 
successful. When I first saw this man—three days later—he could swallow nothing; 
ropy saliva was constantly issuing from his mouth, he was pyrexial and the neck was 
swollen and tender to palpate. The fragment of shell was located by X-ray and 
easily removed after the patient had been given an anesthetic to abolish completely 
the spasm of his cricopharyngeus. After removing the irritant the patient could 
swallow right away. 

Obstruction can also be caused as a result of perforation of the esophagus 
either by a foreign body or by an endoscope, and in these circumstances, if 
the event is not immediately diagnosed and if the patient survives a few 
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days, an abscess often forms in the mediastinum or in the prevertebral space. 
This distorts the gullet and obstructs the lumen by pressure from without, 
and spasm is an added factor in these cases. The treatment of perforation of 
the esophagus, in the early stages, is suture of the hole and, later on, 
drainage of any abscess which may form. For my part I would not pin my 
faith to antibiotics—as some do—if I knew that my esophagus had been 
perforated. 

In the abdomen, pressure from outside the bowel obstructs the fairway in 
conditions such as strangulated hernia, volvulus or bands; the esophagus 
may also be blocked by external influences. The part played by peri- 
cesophageal abscess and inflammations in general has already been mentioned 
and I shall now describe sorae other conditions which operate in this way. 

Pulsion diverticulum.—In this condition a pouch of mucous membrane 
has been forced out from the back of the pharynx as a result of imperfectly 
coordinated action between the muscles of deglutition and the crico- 
pharyngeus. This pouch which, at first, is no more than a bulge, does not 
cause obstruction until it begins to be of such a size as to harbour food and 
saliva. The fundus then sags downwards in the neck into the upper 
mediastinum, and drags upon the wall of the pharynx in such a way that 
the main channel of the gullet becomes blocked because it is kinked and be- 
cause it is displaced by the contents of the sac. ‘Thus, upon a barium swallow, 
the esophagus appears to end blindly in a rounded blob—like an electric 
light bulb—situated in the superior mediastinum. Lateral films sometimes 
show the narrow distal segment of the esophagus emerging from the top and 
the front of the mass. This condition can produce absolute obstruction, es- 
pecially if the patient attempts to overcome the barrier by taking a long 
drink; but there is no actual diminution in the size of the lumen of the 
cesophagus itself, for if the pouch be dissected out and its fundus held 
upwards towards the base of the skull the patient can swallow immediately. 
It follows that the treatment of this type of obstruction is to dilate the 
cricopharyngeus in the early stages, and to remove the pouch if the gullet 
has been deviated and kinked. 

Congenital diverticulum of the esophagus sometimes causes difficulty in 
another way. This rare lesion may be found either as a diverticulum or as a 
patent tubular structure, rather like a ureter in appearance, emerging from 
the front of the top of the esophagus and passing downwards to open into 
the bifurcation of the trachea. This causes difficulty in swallowing because of 
the spasms of coughing which occur whenever the patient eats or drinks, 
and the ‘obstruction’ is immediately relieved by excising the abnormal com- 
munication. The other types of diverticula are traction diverticula, which are 
relatively common in the mid-cesophagus where the gullet becomes attached 
to chronically inflamed glands, and pouches—which seldom amount to more 
than local bulges—which occur immediately above the diaphragm. Both the 
latter have muscle in their walls, and neither causes obstruction. 
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Enlarged mediastinal glands can cause marked obstruction. The glands may 
be part of a general disease, such as lymphadenoma or tuberculosis, or they 
may be metastases from carcinoma of the bronchus, the thyroid, or other 
viscus. This liability of enlarged glands to cause obstruction is well known, 
and in assessing the operability of a carcinoma of the bronchus, for example, 
it is good practice to have a barium swallow done: if a permanent deformity 
of the gullet is depicted, mediastinal metastases are probably present. 

Considering the confined space through which the cesophagus passes 
from the pharynx to the stomach and the variety of lesions which can occur 
in the structures on all sides of it, it is surprising that obstruction from without 
is not more serious than it is. There are many space-occupying conditions 
in the mediastinum, such as goitre, Pott’s disease with abscess formation, 
which might be expected to cause obstruction, but I believe that only those 
which involve the gullet directly, as opposed to those which flatten out the 
lumen from side to side, cause obstruction. Moreover, the cesophagus is a 
mobile viscus and can readily be displaced to one side provided the integrity 
of the areolar tissue which surrounds it is preserved. On this basis an 
endothelioma of the pleura or an aneurysm might cause obstruction but a 
pericardial effusion would not. 

Strictures, affecting the walls of the gullet, afford another important 
group of obstructions. These may result from swallowing corrosives, from 
inflammations, such as that consequent upon ‘reflux c@sophagitis’, con- 
genital short esophagus, or from malignant growths. 

Considering the effects of inflammations and corrosives first, I would 
stress these points. In the case of corrosives, assuming that the patient sur- 
vives the initial shock, there are likely to be two periods of obstruction. 
The first is due to spasm concomitant with destruction of the mucosa and 
is characterized by marked odynophagia (pain on swallowing); it is followed 
after several days by a period of recuperation in which normal swallowing 
returns, so that a sense of optimism may prevail, only to be shattered when 
intractable stenosis supervenes some months later. The latter is due to 
dense fibrous tissue growing at one or more levels where the worst destruc- 
tive burns have been. It has often been stated that no pathological process 
will totally obliterate the lumen of a tube lined by epithelium, but whether 
this be true or not, the prudent physician having tided the patient over the 
phase of acute obstruction will anticipate the onset of chronic stenosis later 
on, and will insist that the patient swallow and keep in place a piece of stout 
thread, the upper end of which is fixed to the cheek, and which keeps the 
lumen patent to facilitate later treatments. These strictures due to cor- 
rosives differ from those caused by reflux wsophagitis. The latter is due to 
incompetence of the cardia and to excoriation of the unprotected cesophageal 
mucosa as a result of digestion by gastric juice, i.e. acid pepsin. Reflux can 
lead to fibrosis in the musculature of the gullet and stenosis and, in contract- 
ing, the gullet is apt to draw a pouch of stomach upwards into the media- 
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stinum. Thus in the case of strictures due to corrosives, trauma, or to 
growths, the gullet below the stricture is esophagus, whereas in strictures 
due to esophagitis it is often stomach which simulates the esophagus. This 
may have an important bearing upon treatment. 

Malignant growths produce obstruction for the same reason as in the 
intestine, but a benign tumour of the gullet, such as a fibroma or a leiomyoma, 
does not act as the apex of an intussusception as it can in the intestine. 
Indeed, benign esophageal neoplasms, by stretching the wall of the ceso- 
phagus, enlarge its lumen and are manifest by bleeding and seldom by 
obstruction. Carcinoma generally kills the patient by producing cesophageal 
obstruction, but carcinoma can occur as a complication of diverticula, or 
megacesophagus, and in these circumstances the cause of the obstruction is 
not primarily the growth. A tiny squamous-cell growth situated near to the 
cardia can be responsible for intermittent brief attacks of acute obstruction 
which are due to spasm; between such attacks and for periods, perhaps as 
long as a few months, the patient may have no symptoms. As the tumour 
increases in size it fixes and encircles the gullet until the only passage for 
food is by a narrow tortuous track surrounded on all sides by malignant 
growth. As the actual length of gullet involved in a growth has an important 
bearing upon treatment it is helpful to remember that squamous cell 
carcinoma is common in the esophagus and columnar cell carcinoma very 
rare; that squamous cell carcinoma seldom grows downwards from the 
cesophagus into the stomach but columnar cell carcinoma often extends 
upwards from the stomach into the esophagus. It follows that a squamous 
malignant structure found at the extreme lower end of the wsophagus must 
be a small tumour (a similar tumour at the level of the aortic arch may be 
of any size), whereas a columnar cell tumour found high up in the gullet has 
probably spread there by direct extension from the stomach. In the eso- 
phagus, as in the intestine, acute obstruction is generally superimposed 
upon chronic obstruction, and esophagoscopy often reveals a date stone or 
a bolus of food blocking the tenuous fairway. A most severe type of 
mechanical ceesophageal obstruction is that associated with a carcinoma at the 
top of the lesser curve of the stomach, and for reasons I cannot explain it 
often causes marked dilatation of the gullet above the stenosis. 

In the esophagus there is no counterpart of paralytic ileus, which is a 
common cause of intestinal obstruction, although many consider mega- 
cesophagus and achalasia of the cardia as derangements of myoneural co- 
ordination. But the esophagus, like the intestine, is influenced by disease in 
the nervous system. Psychological states, such as the obstruction which is 
apt to occur in hysterical patients who have witnessed hydrophobia, can 
produce absolute aphagia. And organic lesions, by paralysing the muscles 
of deglutition, can imitate esophageal obstruction in much the same way as 
subacute combined degeneration of the cord can produce a paralysis which 
mimics intestinal obstruction. These neurological lesions call attention to 
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another aspect of contrast. In paralytic intestinal obstruction material not 
only distends the bowel but the intestinal contents do not pass onwards. 
Obstructed food and saliva in the esophagus can be voided by overflow 
from the mouth, but paralysis of the esophagus does not necessarily lead to 
obstruction as it does in the intestine, because there are three different 
factors concerned in propulsion of food from the pharynx to the stomach, 
and in paralytic states all three are seldom involved. In the normal subject 
these mechanisms combine so effectively that a person standing upon his 
head can swallow liquids up into his stomach. First, the muscles of de- 
glutition literally shoot the food through the cricopharyngeus into the upper 
cesophagus—a point which can be verified by measuring the manometric 
pressure at which liquid is ejected from a cervical fistula. Secondly, the 
muscle in the wall of the lower half of the esophagus itself propels food 
downwards by various types of peristalsis; finally, gravity also plays its part. 
When the pharyngeal muscles are paralysed the obstruction caused is due 
to the difficulty experienced in actually getting the bolus from the mouth 
into the gullet. When the paralysis is in the esophagus itself—as in some 
types of megacesophagus—gravity comes to the rescue. Again, the combina- 
tion of gravity and the onward thrust of the pharyngeal muscles ensures that 
nourishment shall reach the stomach in patients who have undergone 
cesophagectomy with an anastomosis between the proximal stump of the 
gullet and the stomach or the intestine. 


SIGNS AND SYMPTOMS OF OBSTRUCTION 


The classical signs and symptoms of intestinal obstruction are not present 
when the esophagus is similarly affected. Many authorities have stressed that 
for practical purposes the symptoms of all types of esophageal obstruction 
are identical, and the signs are so similar that they afford little diagnostic 
information. The most common symptoms are dysphagia or aphagia, but 
these are not invariably in evidence, nor when present do they certainly 
indicate obstruction. 

The pain caused by intestinal obstruction is a colic felt in the midline of 
the abdomen and coincides with the exacerbations of peristalsis. ‘The pain 
of cesophageal obstruction is not a colic and is not generally disposed in the 
midline. The explanations of these sharp differences are not clear but the 
following facts may be relevant. The musculature of the esophagus is 
complex; it changes gradually from voluntary at the top to involuntary at 
the bottom, and this affects peristalsis. Peristalsis in the cesophagus is 
peculiar because it only occurs when the vagus nerves are intact and when 
the gullet contains food or liquid (whereas a segment of empty and de- 
nervated intestine is always moving), and because the wave of contraction 
is not preceded by one of relaxation. In the earliest stages of acute ‘achalasia 
of the cardia’, when upon an X-ray screen the whole of the lower gullet can 
be seen to be in a state of increased irritability and peristalsis, the patient 
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does not complain of colic but of the fact that food sticks in one place and 
causes discomfort. The location of esophageal pain also raises arguments; 
it is not confined to any typical spot, unless it be that the lesion has passed 
beyond the walls of the gullet and involved neighbouring structures. For 
example, a patient having a fixed carcinoma will often feel pain at the level 
of the growth, whereas another with achalasia of the cardia may state that 
the block is high in the chest—in fact, the latter is describing the level to 
which the contents of the gullet have accumulated. 

Food retained in the gullet has not been digested but may be decomposed 
if it has pooled or remained stagnant for some days. Thus, in obstruction, the 
cesophageal contents which are voided without effort as an overflow, consist 
of foods and liquids, eaten at previous attempts to take nourishment; they 
also contain saliva and often blood and pus. The material is alkaline in re- 
action and without bile or pepsin. The organisms it contains are those 
commonly found in connexion with pyorrheea, Vincent’s angina and in- 
fections of the mouth and pharynx. Among these it is not unusual to find 
the timothy grass bacillus and, as patients with chronic cesophageal obstruc- 
tion often regurgiate small amounts into their lungs at night, these or- 
ganisms are apt to cause patches of ‘pneumonitis’ mistaken for tuberculosis. 

The patient with esophageal obstruction is ‘esophagus conscious’—he 
knows when the cesophagus is partially full and that only small amounts of 
food or liquid can be taken at any one time. He knows that his life depends 
upon a sort of drip feed from the stagnant reservoir into the stomach and he 
eats or drinks in nibbles or sips. 


Morley (1945), describing his experience in the treatment of pharyngeal di- 
verticula, recorded a patient who used to pour a bottle of whisky into his diverti- 
culum, at the beginning of the day, from which it slowly overflowed and kept him 
happy. When the diverticulum was removed and the fairway of the gullet restored to 
normal, the same amount of whisky, delivered suddenly to the stomach, had 
surprising results. 

Dilatation.— One of the most characteristic features of intestinal obstruc- 
tion is abdominal distension and increased peristalsis due to dilatation of the 
bowel above the block. The reasons why this happens are that the intestine 
is blown-up by gases from bacterial fermentation and by liquids which are 
secreted into the lumen and which cannot easily get out. These causes do 
not operate in the esophagus, and acute obstruction does not produce 
distension above because the dammed-up contents can escape through the 
mouth. Moreover, in some subacute and chronic obstructions, such as those 
caused by carcinoma or stricture, there is typically no widening of the 
gullet unless the obstruction be absolute, whereas in others, such as 
‘achalasia’ or megacesophagus, the gullet can be greatly enlarged and 
voluminous although no mechanical block can be demonstrated at, or 
above, the cardia. In organic obstructions of the esophagus the lumen above 
the block is generally of about normal dimensions, the mucosa atrophic, and 
the musculature thin, and I would draw attention to the fact that the gullet 
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of a normal infant soon after birth is so large, relative to the size of the thorax 
as a whole, that some of the examples of so-called congenital megacesophagus 
are within physiological limits; but there is no doubt that this deformity 
exists and has been found in children who have no obstruction, and who 
have never eaten. It seems that the largest esophageal dilatations occur in 
the absence of mechanical obstruction, in gullets which are relatively empty, 
and in which a segment of muscle has been paralysed, but peristalsis above 
this segment has at first remained or been augmented. The result is dilata- 
tion occurring at the same time as muscle hypertrophy. 

Some dilatation is bound to occur at the lower end of an obstructed 
cesophagus filled with liquid when the patient stands up. This can be 
appreciated by filling a surgical glove with water and jerking it up and down; 
but dilatation of this type is bulbous in shape and situated entirely at the 
lower end. Pure bulbous enlargement of the cesophagus is not found clinic- 
ally, but nevertheless mechanical obstruction has something to do with 
dilatation of the gullet because the esophagus diminishes in size after an 
obstruction has been overcome by a surgical operation. There are two types 
of dilatation of the gullet, namely fusiform and ‘S’-shaped. In the former 
the maximum girth is at a point some distance above the diaphragm, and 
the esophagus tapers down to the obstruction at the cardia. This is typical 
of so-called ‘primary achalasia’, and it responds admirably to hydrostatic 
endoscopic dilatation, or to Heller’s operation. The other is the large, re- 
dundant cesophagus which passes from the cricoid to the stomach in folds 
and loops, in which the length is greater than normal, the walls hyper- 
trophied, and the mucosa inflamed by stercoral ulceration. It has generally 
been assumed that megacesophagus, or cesophagectasia, is the end-result of 
prolonged fusiform dilatation, but I have not seen the one transform into 
the other, and I submit that megacesophagus is a congenital abnormality in 
which there is not only a failure in development of some elements in the 
lowest part of the gullet but general dilatation above, associated with 
muscular hypertrophy. I agree with Negus that in this state the crico- 
pharyngeal sphincter is incompetent, and that air-swallowing and para- 
doxical esophageal respiration are added reasons to account for the dilata- 
tion. If this be the true explanation of megacesophagus, hydrostatic dilatation 
or Heller’s operation will only correct one part of the abnormality, and it 
has been my experience that the results of these treatments are not so good 
as in ‘achalasia of the cardia’. 

It is fashionable at the moment to compare and contrast the obstructions 
produced in Hirschsprung’s disease and in achalasia of the cardia, but there 
are differences between these two conditions. Hirschsprung’s disease is an 
abnormality of infancy and early life; it comes on within a few months or 
years of birth, whereas achalasia starts in middle to late adult life. In 
Hirschsprung’s disease the offending segment of gut, namely the rectum and 
rectosigmoid area, is not abnormal to external appearances but, being devoid 
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of ganglion cells, it does not take part in peristalsis. In achalasia the ob- 
structing segment is abnormal in appearance in that it is very much smaller 
than a corresponding segment of esophagus should be, and as to whether or 
not it exhibits peristalsis there is no conclusive evidence; nor is it certain 
that the ganglion cells of Auerbach’s plexus are absent in every case. My 
view as to the cause of ‘achalasia of the cardia’ is that the abnormal segment 
can be compared with an arm which has failed to grow to the size of its 
fellow as a result of an attack of some neurological disease such as polio- 
myelitis. I can conceive some such illness picking off the lower esophagus 
and leaving it undergrown but otherwise normal. Such a segment might never 
cause obstruction, but a sudden strain placed upon it could set in motion a 
train of changes leading eventually to the condition known as ‘achalasia’. 
The principal arguments against this condition being one of spasm are that 
no obstruction is encountered at esophagoscopy; that spasms relax under 
anzsthesia, whereas this condition persists; that no hypertrophy of the 
circular fibres in the lower esophagus is found at operation, and that in no 
other muscle does continuous spasm occur. Some authorities have given the 
simple explanation of cesophageal dilatation as phrenospasm, but this implies 
that the diaphragm—or at least the fibres activating the crura—must be in 
permanent spasm. 


CAUSES OF DEATH 


Contrasting the causes of death in intestinal and esophageal obstruction, 
there are again important differences. It is agreed that in the former the 
most important factors are loss of liquids, electrolytes and proteins from 
the blood and tissue spaces, causing dehydration, alkalosis, and proliferation 
of bacteria, leading to perforation and toxemia. These factors are not con- 
cerned with death from cesophageal obstruction. About 10,000 ml. of juices 
containing electrolytes and ferments are secreted daily into the stomach, the 
duodenum and the intestine, and normal life depends upon practically all 
this volume, which is about three times as much as the whole of the cir- 
culating blood, being reabsorbed into the blood from the lower ileum and 
colon. An obstruction which interferes with this circulation of liquids and 
electrolytes is disastrous. Acute esophageal obstruction is situated proximal 
to this circuit, and kills because liquid cannot get as far as the intestines to 
replenish the body fluids; the patient dies of thirst and starvation, that is, 
dehydration, acidosis and uremia. Chronic esophageal obstruction pro- 
duces additional troubles which include starvation, avitaminosis, deprivation 
of saliva, pulmonary—or ‘spillover’—infections, and anemia. There is 
evidence to show that children afflicted with chronic obstruction suffer 
from lack of growth because saliva does not reach the stomach in normal 
quantities, and surgeons who operate upon adults suffering from cesophageal 
obstruction know that one of the principal factors which militate against 
success are abnormalities in the chemical make-up of their patients. 
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Death from acute cesophageal obstruction is miserable to endure and 
terrible to see; the patient becomes dehydrated and, if the cause be an 
ulcerating malignant growth, regurgitates large volumes of tenacious blood- 
stained and stinking saliva. Death from chronic obstruction is more merciful, 
but dysphagia rapidly becomes intolerable, and the changes which starvation 
produces in body and mind are well known. 


TREATMENT 


Surgeons have always worked to avoid these calamities and certain solid 
advances have been made, the guiding principles of which I shall mention 
briefly. 

There is a tendency to assume that patients admitted with esophageal 
obstruction are the victims of hopeless carcinoma, and many are treated as 
such without more ado. This is an erroneous attitude; many patients 
suffer from simple conditions which respond well to treatment, and even 
carcinoma may be within the scope of helpful surgery. 

In the management of esophageal obstructions there is no counterpart to 
colostomy, which is accepted as an indispensable safety valve or alternative 
anus in the treatment of many colonic obstructions. For years gastrostomy 
was advised and practised, in the hope that it would alleviate the lot of 
patients suffering from cesophageal obstruction. In general, gastrostomy 
should be condemned because it is a policy of despair. In malignant cases 
statistics show that the mortality of the operation is high, and that the 
average expectation of life after gastrostomy is short; moreover, the patients 
have not been relieved of their principal trouble, namely, inability to swallow 
bloody saliva. After gastrostomy, if the lesion is benign and chronic, the 
patient has to secure and live upon concoctions of foods which must be de- 
livered artificially to the stomach through a narrow tube. To be unable to 
taste food and to miss the relaxation and pleasure afforded by normal meals 
is to be without one of the best things of life. Gastrostomy can only be 
justified by_a surgeon incompetent to carry out more successful and more 
tolerable procedures. 

The development of the esophagoscope, as an instrument for inspection, 
diagnosis and treatment, has made it possible to overcome many obstructions 
with little upset to the patient, and with expedition. I must mention in 
particular the use of Souttar’s or Simmonds’ tubes for inoperable or hope- 
less carcinoma. There is a tendency to regard these as obsolete, but they can 
often be introduced easily, and if it be argued that they do not remain in 
place long enough, it can also be said that some patients can be kept com- 
fortable for one or two years at the expense of an occasional night spent in 
hospital. I have seen patients comfortable and at work with one or two 
Simmonds’ tubes passing slowly through their alimentary canals. 

Direct surgical attack upen the cesophagus lagged behind operations upon 
the intestines for some good and many bad reasons. It was considered, for 
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instance, that esophageal operations were so dangerous that patients suffer- 
ing from favourable conditions such as diverticulum were often held back 
by physicians in the misguided belief that to die of slow starvation was pre- 
ferable to the risk of a surgical operation upon the esophagus. The great 
deterrents to surgeons themselves were the difficulties imposed by unsolved 
anesthetic problems in the thorax, the dangers of mediastinitis, and the 
supposedly unfavourable anatomical arrangements of the csophagus. 
Today the problems of anesthesia and surgical approach have been over- 
come, so that all parts of the gullet are accessible. Mediastinitis has lost its 
terrors because it is known to be controllable by proper drainage and 
antibiotics, and operations upon the esophagus have become a daily 
occurrence in our hospitals. 

Not long ago it was held that the esophagus was a fixed structure, with a 
poor blood supply, and most intolerant to anastomosis because it had no 
serous covering. It is now regarded as mobile in the mediastinum and as 
having such a good blood supply that it can be mobilized from its bed from 
top to bottom without necrosis. Thousands of resections have shown that a 
serous outer coat is not the essential element for successful anastomosis, and 
the surgical principles which are known to apply elsewhere in the alimentary 
canal are as relevant to the esophagus. 

In obstruction of the esophagus the aim of the surgeon must embrace two 
things, namely, removal or control of the abnormality, and restoration of the 
patient’s ability to swallow. I wish to stress that a patient suffering from 
cesophageal obstruction desires above all else to be rid of dysphagia. To have 
a carcinoma removed by a triumph of surgical skill and to be left with a 
cervical esophageal fistula and a gastrostomy is a surgical failure. The 
patient has merely been revived to die again. I conclude with the statement, 
which to me is a governing directive, that if an operation be performed for 
the relief of esophageal obstruction it has failed unless the patient, upon 
recovery, can swallow. In application this maxim is tested most seriously in 
carcinoma, but it can be applied. If the growth is operable it should be re- 
moved and an anastomosis carried out in the mediastinum; if the growth is 
inoperable by reason of metastases but locally removable, it should be re- 
moved and an anastomosis performed; if the growth is inoperable and irre- 
movable it should be treated by short-circuit or intubation. Although the 
surgery of esophageal obstruction has lagged behind that of intestinal 
obstruction, it is being tackled in a way which offers the patient a chance of 
cure in many cases, and alleviation of their most distressing symptoms in all. 
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RECENT ADVANCES IN THE TREATMENT 
OF SQUINT IN CHILDREN 
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Nervous Diseases, Queen Elizabeth Hospital for Children, and the London 
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Att children suffering from squint can roughly be divided into two 
groups:—({1) Congenital cases, i.e., the squint was present from birth or 
it was noticed in the first few weeks or months of the child’s life. (2) Acquired 
squint. In this second group of cases the children start squinting after the 
age of two. The common age is between two and five years. 

The cause of the squint in these two groups is different. An examination 
of the infants in group 1—those who have had the squint from birth or from 
the age of a few weeks or months—will reveal a weakness of one or both 
external recti muscles. The child follows light eagerly, and the examiner 
will find that the child cannot move the squinting eye outwards (abduction 
of the eye) to the same extent as the normal eye. In some cases both external 
recti will be found to be weakened, and the child may be suffering from an 
alternating convergent squint. This weakness or paresis of the external 
recti is most probably due to a cranial injury during childbirth, or it may 
be the result of a temporary asphyxia of the newborn. The eye is pulled in 
(adducted) by the unopposed internal rectus. The external rectus partly 
recovers its function within a few months after birth and is able to abduct 
the eye, but the contracted internal rectus and the contracted Tenon’s 
capsule do not allow the eye to be fully abducted. If the infant has in 
addition a high degree of hypermetropia, the excessive accommodation 
leads to an increased convergence for distance and near objects and the 
squint becomes permanent. The central retinal area of the squinting eye is 
not in use, and the danger of loss of vision of this eye is therefore obvious. 
The early treatment of squint is essential. If the child’s squint is not treated 
until the age of three or four years the vision of the squinting eye will be 
found to be poor. 

The incidence of squints——At the Ophthalmic Clinic of the Queen 
Elizabeth Hospital for Children during 1949, I saw 354 new patients, the 
total number of patients (new and old) was 2,098. More than half of all the 
new patients (190) were children suffering from congenital or acquired 
squints. An analysis of the last 66 squint cases on which I operated at the 
hospital shows the children to be in the following age groups :— 

I yearto3 years -.. os “< . 
3 yearsto6years.. _ +, 
6 years to 12 years... es we 
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rREATMENT OF CONGENITAL SQUINT 
The angle of the squint is determined at the first attendance. Congenital 
convergent squints are usually of the large angle type, around 30°. 

Refraction under atropine must be used for all infants. The mother is 
asked to insert a small amount of 1 per cent. atropine eye ointment inside the 
lower lids of both eyes, twice a day for a week. The infant is examined a 
week later when the pupils are widely dilated. Retinoscopy of a child six 
months or a year old is difficult, but with perseverance it can always be 
accomplished. An examination of the fundi should also be done. In a few 
rare cases a congenital abnormality of the fundus of the squinting eye may be 
found but the bulk of the cases have normal retinz. 

In congenital squint the error of refraction is usually small. This is 
completely different from the cases ef group 2 to be described later. The 
amount of hypermetropia found among congenital cases usually does not 
exceed about two dioptres. Infants with only 1} dioptres or 2 dioptres of 
hypermetropia hardly ever benefit from wearing glasses. Occasionally a 
hypermetropia of five or six dioptres is found. For these cases spectacles are 
prescribed. The spectacles are provided with tapes or an elastic band. 
The infants quickly get used to wearing glasses, and if the cooperation 
of the mother is obtained there is never any difficulty in keeping the glasses 


on. 
The correction of a high degree of hypermetropia relaxes the excessive 
accommodation and convergence and a great deal of improvement is 


obtained in these cases. The angle of the squint becomes much smaller 
when glasses are put on, although the child may still have a large squint 
when they are taken off. Such an improvement encourages the mother to 
persevere with the treatment, and I have had many cases in which the 
convergent squint has been cured simply by the wearing of glasses. 

Infants who were not prescribed glasses and those whose eyes are not 
straight with glasses must be started on occlusion of the sound eye. This 
is most essential, otherwise the convergent squinting eye will gradually lose 
its vision, and even if some vision is retained the eyes will develop abnormal 
retinal correspondence, and the chance of developing binocular vision later 
is much diminished. 

Orthoptic treatment.—Occlusion of the sound eye is carried out by the 
orthoptist in charge of the department. A piece of lint is used to cover the 
eye, and over the lint a large piece of ‘elastoplast’ is stuck to the forehead and 
face. The mother is told to change the plaster once a day or once every two 
days, and is asked to return to the orthoptic department after two weeks. 
In some cases after several weeks of occlusion the angle of the squint may be 
found to be smaller. In other cases the eye which was occluded is found to 
have started squinting, and a monocular convergent squint has changed into 
an alternating convergent squint. The mothers are often upset when they 
find that the good eye is now squinting, and it is necessary to explain to 
them that the change of the monocular squint into an alternatiig squint 
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has been done purposely so as to prevent the loss of vision of one eye. If the 
occlusion is stopped the child will usually revert to squinting with the 
original squinting eye. It is therefore necessary to continue with occlusion 
of either eye (alternating occlusion) for as long as the squint persists, 
otherwise the child will develop abnormal retinal correspondence. 

In the past, ophthalmologists advised no other treatment until the child 
was old enough to start orthoptic exercises. This could not be started before 
the age of four, and more often the age of five. In most cases abnormal 
retinal correspondence was then found to be present. The child was then 
given a long course of orthoptic treatment (binocular vision exercises) to 
‘break down’ the abnormal retinal correspondence. If the squint was large 
it was often impossible to obtain normal binocular vision, and even after a 
long course of orthoptic exercises the large angle squint did not improve. 
This method of treatment is therefore gradually being abandoned and 
operative treatment at a very early age is recommended. I have adopted the 
following lines of treatment for congenital squint cases :— 

Refraction is carried out under atropine. If the error of refraction is small 
(under 1} dioptres) glasses are not ordered. Occlusion of the sound eye is 
carried out for several weeks or months. If the squint still persists and the 
angle of the squint is larger than 15° or 20°, and usually congenital squints 
are around 30° or 40°, I advise an operation at the age of 1} years or even 
earlier. 

Surgical procedure.—The operation is performed under a general anesthetic. 
The child is previously given a sedative, usually ‘seconal,’ in the ward. Gas, oxygen 
and ether are given through an intratracheal tube. A recession of the internal rectus 
muscle of the squinting eye is carried out. The tendon of the internal rectus is 
severed and is sutured to the sclera, about 5 mm. posterior to its original insertion. 
Tenon’s capsule is freed from the upper and lower borders of the internal rectus. 
It is not necessary to bandage both eyes. The operated eye is dressed on the 
following day, and penicillin drops and atropine 1 per cent. are used. A week after 
the operation the sutures are removed. The eye is only covered for ten days and the 
child leaves the hospital about eight or ten days after the operation. 

In infants a large squint of 30° or more can be corrected by a small 
recession of the internal rectus and the freeing of ‘Tenon’s capsule. The 
younger the child the more can be achieved by this intervention. In a few 
cases of alternating convergent squint the other eye may continue to squint, 
and it may be necessary to do a small recession of the opposite internal rectus 
a few months after the first operation. 

It is gratifying to both the surgeon and the mother to find that the 
child’s eyes are straight after the operation. These children continue to 
attend the out-patient department and when they are old enough to have 
their vision examined it is usual to find that the vision of both eyes is equal 
and good, and that good single binocular vision is present. ‘The eye move- 
ments should be full with no limitation of the action of the internal recti 
muscles. There should be no divergence of the operated eye. It is thus 
obvious that an early operation which restores the normal parallel position 
of the eyes aids the development of binocular vision. 
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ACQUIRED SQUINT 
This group of cases of squint in children includes all those who have 
developed a squint after the age of two or three years. The mothers usually 
give a history of the child having recently had measles, whooping-cough, 
or some other infection or that he had been ‘nervy’ or ‘run down’, At first 
the squint may be occasional in nature, but later it becomes permanent. In 
a large number of cases it is found that other members of the family have had 
a convergent squint. Early treatment of these cases is essential. Refraction 
is carried out under atropine, and it is usual in such cases to find a large 
degree of hypermetropia. If a large error of refraction is discovered, glasses 
are ordered. In this group two types of cases are found: (a) The accom- 
modative squint; in these cases the eyes are straight with glasses on, but the 
convergent squint returns as soon as the glasses are taken off. (b) The ‘fixed’ 
squint, which persists even when the child is wearing the correct glasses, 
or at best the squint is only slightly diminished when the child wears them. 

Accommodative squint.—The accommodative squint presents few im- 
mediate problems. The child’s eyes are straight with glasses and the child 
is using both eyes. There is no danger therefore of loss of vision of either 
eye. If one eye is found to have poor vision, occlusion of the better eye is 
ordered. In most cases in younger children between the ages of three and 
six, the eye with the poor vision quickly develops normal vision after a few 
weeks or months of occlusion of the opposite eye. Many cases of accom- 
modative squint are completely cured in the course of time by wearing 
correct glasses. The eyes will then remain straight even when the glasses 
are taken off. As soon as the children are old enough to start on binocular 
vision exercises (orthoptic treatment), usually at the age of four or five, 
they are sent to the orthoptist, who provides a report on their binocular 
vision. If the binocular vision is poor, the orthoptist is asked to give the 
child a course of orthoptic treatment. 

Children whose accommodative squint persists will later require operative 
treatment. If the angle of the squint is large (over 25°) without glasses, | 
recommend a recession of the internal rectus of the squinting eye. Children 
suffering from accommodative squint are not operated on before the age of 
six—by that time binocular vision is fully developed, and if they still 
continue squinting without glasses, it is a waste of time to continue with 
orthoptic exercises. The children are much happier if the eye is straightened. 
They lose their inferiority complex—from which all squinters suffer. After 
the operation these children improve in general health and in their mental 
outlook. They are often able to discard their glasses for constant wear and 
only use them for close work. 

In these cases it is only necessary to carry out a small recession of the 
internal rectus of the squinting eye. The Tenon’s capsule is freed from its 
attachments to the internal rectus muscle. If the operation is done on these 
lines there is no divergence when the glasses are worn. The operation is 
done under a general anesthetic. 
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The ‘fixed’ squint.—Children with the ‘fixed’ squint present a more 
difficult and immediate problem. Occlusion of the sound eye is carried on, 
but the squint of these children usually remains the same in spite of 
occlusion and the wearing of glasses. I usually give the child about two or 
three months’ treatment with glasses and occlusion, and if the squint is still 
over 15° or 20”, advise an early operation. Again a recession of the internal 
rectus of the squinting eye is carried out under a general anesthetic with 
the usual premedication. The younger the child the better the result 
obtained. A squint of 30° or even 40° can be cured in a young child of two, 
three, or four years, by a small recession of the internal rectus. After the 
operation the eyes are straight with and without glasses. The eye movements 
are full, there is no limitation of the action of the internal rectus, and no 
divergence should be present. When the child is old enough, he is referred 
to the orthoptist for a binocular vision report, and if the binocular vision is 
poor, orthoptic treatment is given. 


DIVERGENT SQUINT 


Divergent squint is not very common among children. I usually see no 
more than one divergent squint to every twenty-five convergent squints. 
The children suffering from divergent squint are usually brought to the 
hospital at the age of two, three, or four years, or even at a much later age. - 
In these cases it is occasionally found that the divergent eye shows a 
congenital abnormality of the retina, a congenital cataract or scarring of the 


cornea. The eye then has poor vision and diverges. The child should always 
be examined under atropine and glasses ordered if an error of refraction is 
discovered. The divergent squint of myopes is usually cured through the 
wearing of glasses. If the squint persists, occlusion of the non-squinting eye 
is also carried out and persevered with until the child is old enough to start 
orthoptic exercises. Occasionally, alternating divergent squints are seen in 
the out-patient department. In these cases occlusion of either eye is carried 
out. This prevents the development of abnormal retinal correspondence. 
Orthoptic exercises are not often helpful in cases of divergent squint and 
I therefore advise early operation if the squint persists above the age of six. 
In these cases a recession of the external rectus and a shortening of the 
internal rectus of the squinting eye are carried out under a general anesthetic. 
Binocular vision exercises (orthoptic treatment) are ordered after the 
operation. The combined operative treatment and the postoperative 
orthoptic exercises give good results. 


OCULAR TORTICOLLIS 


This condition is not uncommon among children. The mother usually 
brings the child because he holds the head in an abnormal position. The 
head is usually tilted to the side and the face is slightly rotated to the same 
or to the opposite side. The condition is not permanent and the child can 
straighten the head when told to do so. In these cases the sterno-mastoid 
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is not contracted. It is most important that the general practitioner should 
know that ocular torticollis is due to the abnormal position of the eyes and 
not to the contraction of the sterno-mastoid or of the cervical fascia. I have 
seen many cases of ocular torticollis in which the mother was told by her 
doctor that the child is holding the head in an abnormal position as a result 
of a bad habit. The child was scolded and was constantly reminded to keep 
the head straight. This did not help. The child still reverted to the oid 
position and tilted the head. A careful examination of the eyes will show that 
when the head is straight one eye is at a higher level than the other. The 
head is always tilted to the side of the eye which is on a lower plane. The 
child tilts the head so as to prevent double vision. The unequal position 
of the eyes is usually due to a paresis of the superior rectus muscle of the 
lower eye. In some cases overaction of the inferior oblique muscle of the 
opposite eye is also present. These children should be operated on and the 
eyes put straight. The operation is performed under a general anesthetic 
and a tenotomy of the inferior oblique muscle often cures the condition. 
In other cases a recession of the superior rectus of the eye which is on a 
higher level is carried out. Orthoptic treatment and postural exercises in the 
physiotherapy department are also helpful after the operation. 

In a number of cases of convergent squints the squinting eye is found to be 
on a higher level than the straight eye. This is usually due to an overaction 
of the inferior oblique muscle. These children have no torticollis. After the 
convergent squint is cured by operation the overaction of the inferior oblique 
usually disappears, but if it persists in overacting, the eyes, although straight, 
are found to be on different levels—one eye is higher than the other. To 
overcome this abnormal position of the eyes it is often necessary to follow 
up the first operation of recession of the internal rectus muscle by a tenotomy 
of the inferior oblique muscle. Fortunately this is necessary in only very 
few cases. 

CONCLUSIONS 
The treatment of squint in children has undergone a radical change within 
the last twenty years; general practitioners and pediatricians should be 
acquainted with the principles of the modern methods of treatment of 
squint, because only by following the lines described can the loss of vision 
of the squinting eye be prevented. The points to be remembered are: 

(1) Children with squints should be referred for treatment from the age 
of six months onwards. (2) Errors of refraction should be corrected with 
glasses from the age of six months onwards. (3) Occlusion of the sound eye 
is an essential part of the treatment; it prevents the loss of vision of the 
squinting eye. (4) If occlusion changes a monocular squint into an alternating 
convergent squint, the danger of loss of vision of one eye is diminished, and 
alternating occlusion of the eyes should be carried out. (5) If the squint 
persists, children suffering from congenital convergent squints should be 
operated on from the age of one-and-a-half years. (6) Children suffering from 
an acquired ‘fixed’ squint should also be operated on at an early age. 
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Commissioner, Income Tax, London. 


THE simplest way of reviewing this complex problem is to discuss it under 
the following headings :— 
(1) The new Rating procedure (known as the Local Government Act, 
1948). 
(2) The Town and Country Planning Act, 1947. 
(3) The House and Surgery. Valuation, etc., in connexion with the 
National Health Service Act, 1946. 
(4) General. 


NEW RATING PROCEDURE 


The Local Government Act, 1948, is intended to provide a completely 
new basis of rating for houses and flats and to bring them all on to a more 
comparable basis one with the other, whatever district or Council they 
may be within. 

The Act transfers the responsibility for the preparation of the Assess- 
ments (The Valuation List) from the Local Authority to Valuation Officers 
of the Inland Revenue. County and Central Valuation Committees will no 
longer operate and the Assessment Committee is replaced by a Valuation 
Court. This Court is much smaller than the old Assessment Committee 
and is generally more technical. It consists of the Chairman of the Local 
Valuation Panel and two other members of the Panel. The new procedure 
started on February 1, 1950. The proceedings will be in public unless one 
of the parties objects and the Court is satisfied that to do so might 
injuriously affect either party. 

If, after discussion with the valuation officer, a ratepayer is dissatisfied 
with the new assessment he can lodge an objection with the Clerk of the 
Court which will be heard in the Local Valuation Court without undue 
delay, as often happened with Assessment Committees. He can either 
employ a professional man to conduct his case or do so himself. Although 
the Court will no doubt help the objector by being as informal as possible, 
yet they can order the evidence to be given on oath. The valuation officer 
will then state his grounds for making the assessment and the Court will 
decide the figures of assessment. Should the objector still be dissatisfied 
he has the right of further appeal to the Lands Tribunal. Appeals to 
Quarter Sessions are abolished, so an objector will not be faced with the 
heavy expenses of appeal to Quarter Sessions where, if he lost, he incurred 
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not only his own legal costs for Counsel, surveyor, and so on, but also the 

assessment committee. 

It is important to realize that a completely new body, the Inland Revenue, 
or experts appointed by them, will prepare the new assessments. The 
assessments are likely to bear a closer relationship to Schedule A assess- 
ments and to have regard to all the history facts, and evidence that the 
Inland Revenue’s records enjoy. This should operate to bring about closer 
comparison of assessment throughout the country. With regard to houses, 
the valuation officer will now have to adhere to more rigid rules which 
will remove much of the type of valuation of rental value based on ‘opinion’ 
as against ‘fact’. To obtain.the gross value of a property, the valuation 
officer will be bound to adhere to the basis of assessment laid down in the 
Act, viz. :— 

(1) Post-1918 local authority houses 5 per cent. of hypothetical 1938 
and flats or maisonettes. cost of construction, plus 5 per 

cent. of hypothetical 1938 site 
cost. 

(2) Post-1918 small dwelling houses 5 per cent. of hypothetical 1938 
not built by local authority (ex- cost of construction, plus 5 per 
cluding flats and maisonettes) cent. of value of site* on April 1, 

1949. 

(3) Other dwelling houses, including Gross value estimated by refer- 
flats and maisonettes not built by ence to comparable rents of 
local authority. dwelling houses at August 31, 

1939. 

(4) All other premises on the old 
rental value basis prior to the Act, 
i.e., the present rental value. 

‘Other dwelling houses-—These words have an important meaning. They 
mean a house rated previously at over {100 in London or {75 elsewhere. 
This means, for instance in London, that an assessment of {80 will be rated 
on the cost basis, whilst one of £150 will be rated on the 1939 rental value. 

The other important question here is whether the doctor’s house is in 
fact a dwelling house or is it principally a surgery? If it is principally a 
surgery it will be on present rental value regardless of its assessment. If it 
is principally a surgery and of under {100 rateable value it will still be on 





*Value of site to be estimated on the basis (Section 80 (1)):— 

(a) That all buildings have been removed therefrom. 

(b) That there is no impediment (whether of a legal nature or not) to the use of 
the site for the construction thereon of a dwelling house of the same general 
character and dimensions as the existing dwelling house ; and 

(c) That any permission required by any statutory provision for the use of the 
site will be forthcoming unconditionally and in particular, in the case of a 
permission under the enactments relating to town and country planning, 
will be forthcoming without the imposition of any development charge. 
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the rental value basis. How can it be decided whether it is a dwelling 
house or not? Should the owner say ‘my house occupation is worth {100 
a year and my surgery {200 a year, therefore it is not a dwelling house’, or 
should he say ‘I occupy eight rooms myself but my surgery is only two 
rooms, therefore it is a dwelling house’? In my opinion the latter is the 
more nearly correct basis to adopt, but the position is not easy and border- 
line cases may occur. 

To go further, if a doctor for convenience took in a student as a paying 
guest, that factor alone would leave the house a dwelling house. But if he 
took in several, say, in rooms at premises used as an independent surgery 
from his house, might that not be a business and thus not a dwelling house? 
The main worry is that the cost basis is likely to give a higher rating assess- 
ment than the rental basis. There may be yet a third difference in assess- 
ment when a house is rebuilt following war damage and thus becomes 
post-1918 to be assessed on cost, instead of, say, 1917 to be assessed on 
rental. 


TOWN AND COUNTRY PLANNING ACT 


This Act takes away from every land or property owner any inherent 
development value. Your surgery may be in a building or shopping area, 
and if you have some land to spare, when you build on it you will have to 
pay a development charge. On the other hand, the person interested in the 


property at July 1, 1948, is entitled to compensation from a government 
fund to be paid in government stock in due course. 

Anyone buying a property after July 1, 1948 must only pay its existing 
use value. If, for example, your house and surgery and land as a surgery 
(excluding goodwill) are worth a rental of £300 a year and a value of, say, 
£4000, it may be that before the Act, with building possibilities on some 
part of the garden at the back or the side, it was worth £6000. The owner 
in 1948 has lost £2000 and must, if his claim is in order, recover this from 
the Government, and should he in due time carry out the building he may 
have to pay as much as £2000 development charge. 

Anyone purchasing today must not pay more than {4000 unless he de- 
cides, and the vendor and the Government agree to his taking over the 
vendor’s claim. It may pay to purchase including the vendor’s claim if the 
terms are good, because if the purchaser has no intention of building on he 
could take the compensation and not have to pay it out again as develop- 
ment charge. In any event the purchaser can enlarge the house by ten per 
cent. without any charge if the plans are passed, but it must be remembered 
that if he had, say, a house and shop used as a surgery and accommodation 
he can only strictly increase the size in proportion. Thus if the house has an 
area of g units and the surgery 1, the surgery cannot be enlarged by ten per 
cent. of the whole but only by one per cent. 

On the question of change of user the Act says in effect that the use of 
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one or two rooms by a doctor for his consultations is not a change of user 
of the house, but use of a house to provide suites of consultation rooms 
would be another matter. If, of course, the property was so used before the 
Act, the question does not arise. 


THE NATIONAL HEALTH SERVICE ACT, 1948 


These questions affecting the value of property bring me to the restrictions 
on sale provided by the National Health Service Act, and in particular 
Section 35. 

Under this Act a practitioner must not sell or let or cause in any way 
another practitioner to acquire his property for the purposes of the latter’s 
practice at substantially more than he would have sold or let for had it 
not been used for the purposes of a medical practice before. The word 
‘substantially’ is important, as it infers that a sum of a few hundred pounds 
extra, say, for a corner position, might not be unreasonable and is thus 
not substantially selling goodwill. The question is serious, however, as 
heavy penalties are provided for attempting a definite defeat of the legis- 
lation. Medical practice means a person who is a registered medical prac- 
titioner, and thus a sale to any other person at any higher figure would 
appear legal. If in doubt one should, of course, apply to the Medical Prac- 
tices Committee, who will on being satisfied give their certificate. 

Many practitioners feel that they have lost some of the value of their 
property but it is really still there if it is worth more for other purposes, 
and the full development value difference will come out of the government 
pool under the Town and Country Planning Act procedure unless a pur- 
chaser not a medical practitioner will pay more anyway. 

To use the example quoted before:— 


Assume the free unrestricted value of the house, surgery and land is £6000. 

Its value as such is £4000. 

Its value because of the Medical Sales restrictions is £3,500. The compensation 
claim must be £2,500, being the difference. 

Thus if you buy the property do not pay more than the £3,500. If you own the 
property, ascertain whether your claim is in order or whether it needs reconsidera- 
tion. 

GENERAL 
Finally, on general matters, the National Health Services Act gives powers 
of compulsory purchase to the Mi ‘ister of Health to acquire residential 
accommodation for persons employed at any hospital vested in the Minister, 
and local authorities with the minister’s consent may acquire land com- 
pulsorily for any use needed by them to comply with the Act. The local 
authorities may provide residential accommodation but not acquire it by 


compulsory powers. 








MEDICAL INTERVIEWING COMMITTEES 


By A. V. MAGEE, M.B. 


Works’ Medical Officer, Imperial Chemical Industries Ltd., 
Dyestuffs Division, Manchester. 


In 1948, the Ministry of Labour and National Service set up a number of 
these Committees in various parts of the country. The committee is 
composed of a chairman, usually a senior member of the resident staff 
of the hospital where the committee meets, and a medical man with 
experience in industrial medicine. The Local Disablement Resettlement 
Officer (D.R.O.) also attends the meeting, which is usually held once a week, 
when three or four or more cases are dealt with. 


AIMS AND RESULTS 


The object of these committees is to assist the D.R.O. in placing in employ- 
ment persons whose functional limitations cause them difficulty in obtaining 
employment, or who, for the same reason, fail to hold down their jobs. 
The committee also recommends certain suitable cases for admission into 
rehabilitation centres. Each case is interviewed, a thorough clinical over- 


haul made and, if need be, hospital reports or a specialist’s opinion called 
for. The findings are then recorded in simple language on Form D.P.L., 
and each case is discussed with the D.R.O. 

There is no doubt that these committees are doing a great deal of good. 
The following figures relating to a Northern committee prove this: 


(a) Period taken into account, 12 months. 
(b) Number of meetings, 40. 
(c) Number of cases seen, 120. 
(d) Results :-— 
(i) 50 per cent. placed in employment. 
(ii) 10 per cent. found work themselves. 
(iii) 10 per cent. not found handicapped. 
(iv) § per cent. recommended for rehabilitation. 
(v) 5 per cent. found unfit for work. 
(vi) 20 per cent. unplaced. 


There is, however, something more behind these figures. There is, for 
example, the self-respect and pride regained by useful work done, by men 
once looked upon as passengers in industry. There is the tragedy—and 
humour—to be found among these disabled and diseased individuals which 
are only brought to light at a quiet informal interview. There is great pleasure 
in setting them off, once again, armed with hope and devoid of the sense of 
frustration. 
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ILLUSTRATIVE CASES 


The following few cases illustrate.these points :— 


(1) A handsome well-built man of twenty-five years, complete with well-trimmed 
beard, appeared before the Committee and in answer to the Chairman’s ‘what surt 
of work do you specially fancy’, Mr. Smith replied ‘Well, actually, I would like to 
be an Ambassador’. When asked if he felt he was suitably qualified for such an 
important post, he stated he thought so as he was so fond of travel. His wandering 
gaze and furtive eyes gave the diagnosis, and with the help of a psychologist another 
case of general paralysis of the insane was put out of harm’s way. 


(2) Mr. Jones had -no intention of working, if he could.help it; selling papers at 
week-ends and acting as a bookie’s runner during the week brought him in £6 a 
week, tax free, but he thought that, as he had varicose veins, he might as well register 
as a disabled person. He stated he would like to be a doctor so that he could sit down 
all day and do nothing. He has since been seen sitting on the shafts of a fruit barrow. 


(3) Jim was a nice lad of twenty-three. Quiet, inoffensive, cooperative, ill, and 
yet full of hope. He stated he had always wanted to be a painter and decorator. His 
sunken eyes and malar flush made one sorry for him. A clinical overhaul was enough, 
but an X-ray report confirmed it: ‘Extensive T.B. infiltration of both lungs’. 


(4) Charlie lost his left leg when he was three. A backing lorry-driver didn’t see 
him. The amputation was through the lower third of the femur, and the stump, 
after twenty-two years, was remarkably good, especially in view of the fact that he 
had worn an old-fashioned bucket wooden leg strapped round his waist all that time. 
Every now and again the peg had been lengthened. For twenty-two years this man 
had hobbled about making a living where he could. On examination he proved to 
be a very intelligent individual. The peg leg was cast away, a modern artificial limb 
supplied and, thanks to the D.R.O., another disabled person has been found a good 
job and can now stand on his own feet! 


(5) When Tommy was asked his complaint he said quite cheerfully ‘syphilis!’ He 
followed this with a long story of the many injections he had had for it. He was 
prepared to do any type of work provided he was free in the evening, as then a strange 
urge came over him and he had to seek the company of women. As the cerebro- 
spinal fluid was positive he was referred to the appropriate department. 


(6) Mr. Robinson was fifty-six. Thirty years ago he fell’ off a ladder and landed on 
his head. Ever since he had sat in the little front room looking out of the window. 
From morning to evening he just sat gazing out of the window. On rare occasions 
he wandered to the corner but always had a ‘dizzy bout’. Examination and con- 
sideration of his case suggested that it was likely he was suffering from Jacksonian 
epilepsy. It would have been possible to place him in a remploy factory, but in view 
of his age and stiffening joints it was thought advisable to recommend him to return 
to the window and the aspidistra pot where he was quite happy. Although his wife 
insisted that it was time he was ‘up and doing’, her advice was gently laid aside. He 
was one the Committee could not place. 








CURRENT THERAPEUTICS 


XXXV.—ANTHELMINTICS 


By D. R. SEATON, M.B., M.R.C.P., D.T.M. 
Assistant Physician, Liverpool School of Tropical Medicine. 


Tue helminthic infections which may be encountered by the practitioner 
in Great Britain can be divided into those native to this country and those 
which have been imported in the interior of travellers returning from 
abroad. The worms native to Britain are all intestinal parasites, in their 
adult stage, and include :— 


Cestodes Nematodes 





_ [  — 


Tenia saginata (the beef tapeworm) | Ascaris lumbricoides (the roundworm) 
Enterobius vermicularis (the thread- | 
worm) 
| Trichinella spiralis 





The imported group include the above and the following intestinal 
worms :— 


Cestodes Nematodes 





Tenia solium (the pork tapeworm) | Ankylostoma duodenale } (hook- | 
Diphyllobothrium latum (the fish tape- | Necator americanus worms) 
worm) | Strongyloides stercoralis 





also the following systemic helminths :— 





Trematodes Nematodes | 








| Schistosoma hematobium Wuchereria bancrofti ) (Stes; 
| Schi ; (filarial 
| Se istosoma mansoni | Loaloa 

Schistosoma japonicum | Acanthocheilonema perstans ) 


worms) 





Of all these the threadworm is the only one which can be called common 
in British practice. Tania saginata has possibly become more prevalent 
since the war years, following an increased incidence of cysticercosis in 
cattle, although it is far less common now than a century ago. In 1949, 
numbers varying between 0.25 per cent. and 4.2 per cent. of carcasses 
examined were pronounced infected in different parts of the country. The 
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roving disposition of Ascaris lumbricoides, to which it owes its generic 
name (acxapite.yv=to leap), leading to its being vomited or coughed up, 
or passed per rectum, has rendered its appearance, presented in a jam-jar, 
familiar to most experienced practitioners. Outbreaks of trichiniasis, due 
to the invasion of the body by the larva of Trichinella spiralis, have occurred 
from time to time in this country, but with the virtual disappearance of 
pork as an article of diet the disease has not obtruded itself since 1941, 
although post-mortem examination of human diaphragms at various 
centres in 1947 showed that 10.8 per cent. of 472 specimens were infected, 
so that subclinical infections must have been quite usual. 

Of the imported worms the least rare at present is Strongyloides stercoralis, 
which was contracted by many of the prisoners employed by the Japanese 
on the Siam-Burma railway. It is the cause of an urticaria-like eruption 
which intermittently attacks these ex-prisoners of war. Hookworms, with 
which many of these men were also infected, seldom live for more than 
three or four years, so that most of the victims are now free from these 
parasites. 

It is not within the scope of this article to deal with the question of 
diagnosis of helminthiasis, which is an extensive subiect, but I should like 
to emphasize the truism that an accurate diagnosis should precede treat- 
ment. For example, it is not enough to accept the mother’s word that her 
child has threadworms. In the days when bananas were to be had freely 
the so-called threadworms were often undigested banana fibres, and bits 
of cotton make quite good imitations. 

With regard to the anthelmintic drugs themselves, these form an im- 
pressive range of substances, from the most venerable galenicals to the 
complex molecules of the organic chemist. They have been classified, but 
their constitutions are so varied and their modes of action so ill-understood 
that classification is of small value. Before describing the recommended 
treatments under the headings of the worms themselves there are a number 
of general remarks to be made. First, none of the anthelmintics is of very 
great efficiency, so that one cannot, for example, undertake to rid a patient 
of his tapeworm with the same assurance of success as one can terminate 
an attack of malaria. Secondly, many anthelmintics are poisonous to the 
host as well as to the parasite, and the margin of safety is seldom as great 
as could be wished. From this it follows that the treatment of children for 
worms is particularly unsatisfactory, as full deses cannot be given for fear 
of poisoning the host, and reduced doses, consistent with safety, are often 
insufficient to dislodge the parasites. ‘Thirdly, few anthelmintics have a 
direct lethal action on intestinal worms, but do little more than temporarily 
stupefy or paralyse them so that they may be swept out of the body by 
purgation. Fourthly, many helminthic infections cause little or no incon- 
venience to the host; therefore it is by no means necessary or advisable to 
treat everybody who harbours worms. 











THE PRACTITIONER 


TAPEWORMS 
‘For Goddis love, tak thou som laxatyf’.—Chaucer. 


This advice given by his wife to Chaunteclere is applicable to the patient 
with tapeworms, whose intestine must be emptied, so far as is possible, 
before the anthelmintic is administered. This is achieved by not giving the 
patient any solid food for two days before treatment, during which time he 
should be at rest. On each morning a saline purge is given, and on the 
second day it is a good plan to clear out the large bowel with an enema, 
as this makes the subsequent search for the head of the worm easier and 
less distasteful. On the morning of the third day, half an hour after a pre- 
liminary saline purge, the anthelmintic can be given. Of the available 
drugs—male fern, pelletierine, carbon tetrachloride and mepacrine—the 
first is probably the least unsatisfactory. It has been a remedy for tapeworm 
since the time of Galen, and perhaps reached the height of its fame in the 
eighteenth century, when it ‘formed the basis of the nostrum called Madame 
Nouffer’s, which was so highly thought of that in 1776 the King of France 
gave that lady some hundred pounds sterling for the secret of its com- 
position’. The British Pharmacopeeial preparation is the liquid extract. 
The full dose is go minims (5.5 ml.); it is best given in three equal amounts 
at thirty-minute intervals, either in gelatin capsules or preferably as a 
draught, for example: 


Liquid extract of male fern go minims (5.5 ml.) 

Powdered acacia go grains (6 g.) 

Spirit of chloroform 30 minims (2 ml.) 

Peppermint water to 14 fluid ounces (42 ml.) 
Half a fluid ounce (14 ml.) to be taken every half hour 


If the patient should vomit a dose it should be repeated. Half an hour 
after the last dose another saline purge should be givén. 

Success depends upon expelling the head of the worm. The best method 
of looking for this is to save the liquid stools which are passed after purga- 
tion and to pour them through a wire sieve, of about 20 meshes to the 
linear inch, which will retain the head and allow most of the fecal material 
to pass through. If this examination is omitted the result of the treatment 
will not be known for some six to twelve weeks, after which time the 
patient may be presumed cured if segments have not reappeared in the 
faeces. The success rate to be expected with this course of treatment is of 
the order of 70 per cent. It is not advisable to repeat the course at intervals 
of less than one month. 

Pelletierine tannate is a mixture of the alkaloids from the root and bark 
of the pomegranate ; a substance which was referred to in the Ebers papyrus 
as a vermifuge. It is less effective, although less nauseous, than male fern, 
for which it can be substituted, in a dose of 8 grains (0.52 g.) in suspension, 
in the foregoing scheme. Carbon tetrachloride (2ml.), and mepacrine 
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(0.6 to 1 g.), have also been used with success, after the usual preparation 
of the patient. 


HOOKWORMS 

‘If modern saints could wonders work the bishop of this diocese 

Would quickly rid the miners of ankylostomiasis’. 
The above lines, attributed to W. S. Gilbert, commemorate the activities 
of hookworms among the Cornish tin-miners of the last century, but im- 
proved sanitation has made miraculous intervention unnecessary in this 
country, where these parasites now occur only as occasional imports. They 
produce their effect in the host by weight of numbers, so that light in- 
fections are symptomless and seldom require treatment. Nor, if treat- 
ment is given, is it necessary to remove all the worms. It is sufficient to 
reduce their numbers to subclinical levels, and to allow the survivors to die 
of old age. Carbon tetrachloride, which was formerly universally employed 
as a vermifuge in hookworm disease, has now been replaced by the far 
less toxic and equally effective tetrachlorethylene. This drug is best given 
after twenty-four hours’ fasting, in a dose of 2 ml., followed an hour later 
by a brisk saline purge. 


ROUNDWORMS 
In the light infestations encountered in this country roundworms seldom 
cause symptoms. Appendicitis, biliary or intestinal obstruction due to 


them, are all very rare accidents; occasionally in a child the presence of an 
ascaris in the stomach will set up an alarming vomiting which terminates 
with the appearance of the worm in the vomit. It is this emergence of a 
worm from mouth or anus which brings the patient to seek advice as to 
whether or not any more worms are present. The presence or absence of 
ova in the stools settles the question for practical purposes, although the 
presence of one or a few male worms only cannot be detected by this 
means. The most readily procurable efficient anthelmintic for these para- 
sites is oil of chenopodium. It is given together with tetrachlorethylene 
(which has an adjuvant effect) after twenty-four hours’ fasting. 


Tetrachlorethylene , 
Oil of chenopodium . eisai ae all ee 1 ml. 
Liquid paraffin ...... sae deus .. i4mil. 


This is followed one or two hours later by the usual saline purge. The 
worms, for some reason, are not usually passed until the day after this 
treatment has been given. Ascaris is the easiest of all parasitic worms to 
get rid of, and the success of the foregoing treatment is high. For children, 
the dose of oil of chenopodium is one minim (0.06 ml.) for each year of 
age up to thirteen. 

In American practice hexylresorcinol enjoys a high reputation in the 
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treatment of ascariasis, its lack of toxicity to the host being a particular 
advantage. It is given in the form of ‘crystoids anthelmintic’, which con- 
sist of crystals of hexylresorcinol in hard gelatin capsules. The dose for 
an adult is ten 0.1 g. capsules, followed by purgation. Hexylresorcinol is 
not, so far as I am aware, obtainable in this form in Great Britain, the 
British preparation ‘caprokol’, which is hexylresorcinol in olive-oil solution 
in capsules, is not designed for anthelmintic use, and is not very effective 
for that purpose. Santonin is less satisfactory than oil of chenopodium 
and is passing into disuse. Its dose is 1/6 grain (11 mg.) for each year of 
age, to a maximum of 3 grains (0.2 g.), and it is usually prescribed with 
calomel, which may remove the need for subsequent saline purgation. 


THREADWORMS 


‘Old women fish for them with a piece of fat meat, or a candle, wherewith the 
entangled worms are drawn out of the bowel’.—Watson’s Lectures on the Principles 
and Practice of Physic, 1848. 


Successful eradication of threadworms depends entirely upon the pre- 
vention of reinfection, to which the use of anthelmintics is of secondary 
importance. Reinfection usually occurs by the patient transferring to his 
mouth the eggs which the female threadworms lay on the perianal skin, 
but the patient may also be reinfected from other cases in his immediate 
circle, as single cases in a household are exceptional. Finally, there is the 
recently described ‘retrofection’, in which the cycle is maintained by the 
hatching of larve from the eggs in the perianal region, and their passage 
into the bowel through the anus. This may occur seven hours after the egg 
has been laid. Unless steps are taken to abolish, or at least to minimize, these 
processes, drug treatment is of no avail. 

Suppose, then, that one is asked to undertake the treatment of a child 
with threadworms. The first step is to inform the family of the habits of 
the parasite and how the infection is propagated, so that the importance 
of scrupulous care in personal hygiene is appreciated. Secondly, either 
the entire household must be treated, on the assumption that some or all 
of them are infected, or the precise extent of the infection must be deter- 
mined by taking N.I.H. swabs from the perianal region of each member 
of the household on a number of occasions. As it is the habit of the worms 
to oviposit at night, the swabs are best taken first thing in the morning. 
Having instructed the household on measures to be taken to avoid re- 
infection and having determined which members are to be treated, one can 
pass on to the question of anthelmintics. The most satisfactory of these is 
medicinal gentian violet (viola crystallina, B.P.C.), which is given in enteric- 
coated capsules. The adult dose is 1 grain (65 mg.) t.d.s. with meals, and 
for children, 1/20 grain (3.2 mg.) for each year of age. ‘This treatment is 
given for two periods, each of eight days, with an interval of one week. 
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Occasional nausea, colic and vomiting may be expected during the adminis- 
tration of gentian violet, but these symptoms are seldom so troublesome 
as to necessitate the cessation of treatment. ‘Diphenan’ (B.D.H.) has the 
advantage of being tasteless and easily administered to children. ‘The doses 
range from 125 mg. t.d.s. for infants to 2 g. t.d.s. for adults, given in 
two courses of a week, with a week’s interval. ‘Phenothiazine’ is an effective 
drug in the treatment of threadworm infection, but is unfortunately liable 
to cause a hemolytic anemia, which in two or three instances has proved 
fatal. Its use is therefore not recommended, except as a final resort in 
obstinate infections, coupled with neurosis, and then only when the patient 
is under constant observation in hospital. The usual course for an adult 
is 2 g. t.d.s., for seven days. Daily hemoglobin estimations sould be 
done, and the patient should not be allowed to become constipated, as 
this furthers the development of anzmia. 

Adjuvant treatments which may usefully be employed are the giving of 
one or two enemas at the outset of the course, with the object of mechanically 
removing a number of the worms, and the nightly application of benzo- 
caine ointment to the anal region, to interfere with the oviposition of the 
parasites and to give some relief from itching if it be present. 


STRONGYLOIDES 

Recurrent urticarial eruptions in ex-prisoners of war from Malaya and 
Siam are almost always due to strongyloides, and a stool examination will 
usually establish the diagnosis by revealing the larval worms. The adult 
worms are deeply embedded in the mucosa of the jejunum, where they 
are beyond the reach of anthelmintics, none of which has the slightest 
beneficial effect. Medicinal gentian violet, which is advocated in several 
textbooks, whether given orally, intravenously or by duodenal tube, all of 
which routes have been recommended, is in my experience entirely useless. 
The urticaria responds satisfactorily to any of the antihistamine com- 
pounds in the ordinary doses. Other symptoms attributable to the para- 
sites are very rare. 


SCHISTOSOMIASIS 


The trivalent antimony compounds, in particular sodium antimony] tar- 
trate, remain the chief standby in the treatment of both urinary and in- 
testinal schistosomiasis. For urinary schistosomiasis, due to S. haematobium, 
the intensive course is satisfactory. The patient is given a total amount of 
I grain per 12 lb. (12 mg. per kg.) body weight, divided into six doses, 
three on each of two successive days, at three-hourly intervals. For in- 
testinal schistosomiasis due to S. mansoni or S. japonicum the long course 
of sodium antimony]! tartrate is preferable. Injections, not exceeding 24 
grains (0.16 g.) in amount, are given on alternate days, until a total dose 
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of 30 to 40 grains (2 to 2.65 g.) has been administered. Results are good 
in S. hematobium, less so in S. mansoni, and least so in S. japonicum in- 
fections. Sodium antimony! tartrate is highly irritant to the tissues and 
must only be given by the intravenous route. The dose should be diluted 
to a volume of 10 to 20 ml., and injected over a period of at least five 
minutes. The patient should be at rest during, and for two or three hours 
after, the injection, which often provokes a fit of coughing, occasionally 
leading to vomiting. ‘Stibophen’ should be reserved for those with in- 
accessible veins. It is less effective than sodium antimony] tartrate, and 
indeed almost useless, except in S. haematobium infections. It is given 
intramuscularly on alternate days, in doses of 2, 3, and § ml., the last dose 
being maintained until about 50 ml. has been given. ‘Miracil D’, marketed in 
this country as ‘nilodin’, marks a new departure in the treatment of schisto- 
somiasis, as it contains no antimony or other metal, being a derivative of 
thioxanthone. It has the important advantage that it can be given orally, 
and is reasonably effective in urinary schistosomiasis given in a total dose 
of not less than 60 mg. per kg. body weight, spread over three to six days. 
Results with S. mansoni infections have been disappointing. 


FILARIASIS 

An important advance in the treatment of filariasis due to Wuchereria ban- 
crofti and Loa loa has been made in recent years with the introduction of 
‘hetrazan’ (‘banocide’). Although it is perhaps too soon to attempt to assess 
the long-term effects of the drug, it is clear that it causes the microfilariz 
to disappear from the peripheral blood for considerable periods of time, if 
not permanently. It is given orally over a period of two to four weeks in a 
total daily amount of 3 to 6 mg. per kg. body weight, given in three doses. 
It is usual, at the beginning of the course, to encounter reactions of more or 
less severity, in particular fever and lymphatic swellings, probably due to the 
death of large numbers of microfilaria, but these are seldom sufficient to 
make it necessary to discontinue the drug. The type of filariasis due to 
Acanthocheilonema perstans does not respond to hetrazan, nor to any other 
known treatment. This is of no consequence, however, as the parasite does 
not produce any symptoms, 





REVISION CORNER 
H&MOPTYSIS 


Hz:moptysis, or bleeding from the larynx, trachea, bronchi or lungs, is a symptom 
common to many diseases. Hemorrhage occurring from above the larynx, i.e., 
from the nose, nasopharynx, or mouth, is known as false or spurious hemoptysis. 
Whilst many other important respiratory symptoms may be ignored, hemoptysis 
alarms the patient so much that he consults his doctor without delay. The gravity 
of this symptom must therefore be recognized, and as soon as possible arrange- 
ments should be made for full investigation. If only hamoptysis were the earliest 
presenting symptom of pulmonary tuberculosis or bronchial carcinoma it is 
probable, owing to the earlier association of the patient and doctor, that the 
mortality would be ccnsiderably reduced. Unfortunately, bleeding is a relatively 
late symptom in most cases of bronchial carcinoma and occurs in only about a 
quarter of the cases of early phthisis. 


DIFFERENTIAL DIAGNOSIS 
Confronted with a patient bleeding in this way, the first task is to ascertain whether 
it be a case of hemoptysis or hamatemesis, and if hemoptysis, whether true or 
false. The latter can be excluded by inspection of the mouth, the nose and the 
throat. A patient should never be regarded as bleeding from the upper respiratory 
tract without definite visual evidence, and even then it is always wise to X-ray 
the chest. Differentiation from hawmatemesis can sometimes be difficult, par- 
ticularly if the expectorated blood is not seen. The following table summarizes 
the main differences :— 





Hzmatemesis Hzmoptysis 





Past history Epigastric pain Cough 
Present history Vomiting, preceded by faintness | Tickling in throat or cough 
and sometimes nausea 
Character of blood Dark red, mixed with food | Bright red, frothy 
Acid Alkaline 
Following the bleeding | Melawna Blood-stained sputum 





ETIOLOGY 
Since hemoptysis may occur in so many diseases, mention can be made here of 
only the more frequent and important disorders. 

Pulmonary tuberculosis is the most common cause of hemoptysis. In young 
adults particularly, the case should be regarded as tuberculosis until proved 
otherwise. Pulmonary hemorrhage can be the earliest symptom of tuberculosis, 
and the bleeding, which is usually slight, is due to ulceration of the small branches 
of the pulmonary and bronchial vessels. In chronic fibroid phthisis the bleeding 
can be copious when it is due to a ruptured aneurysm of a branch of the pulmonary 
artery. In the early case it is unusual to find clinical signs, but in the chronic form 
signs of cavitation or fibrosis may be present. In both types of case it is essential 
to make arrangements for the chest to be X-rayed and for bacteriological examina- 
tion of the sputum. 

Bronchiectasis is accompanied by hemoptysis in over a third of the cases. 
Usually the hemorrhage is slight in amount and mixed with the typical purulent 
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and offensive sputum. In the dry type of the disease, in which the absence of 
sputum is characteristic, respiratory bleeding can be the presenting feature. 
When bronchiectasis is suspected, particular attention should be paid to the lung 
bases. Further investigation should include bronchography and, if necessary, 
bronchoscopy. 

Lung abscess can cause profuse bleeding associated with fetid sputum. Its 
location can be detected by X-ray examination of the chest. 

Lobar (pneumococcal) pneumonia often gives rise to rusty sputum; more severe 
and persistent hemorrhage raises the possibility of bronchogenic carcinoma. 

Carcinoma of the bronchus must always be considered when recurrent blood 
staining of the sputum occurs. This symptom is present at some time or another, 
usually late, in about 50 per cent. of the cases. As a rule, well-marked pulmonary 
signs are evident. Benign bronchial neoplasms (e.g. adenoma) also cause hemoptysis, 
recurring at long intervals. Definite general or local signs are often absent. Precise 
diagnosis in suspected cases of neoplasm of the brenchus should always be made 
by bronchoscopy, confirmed by biopsy.’ 

In chronic bronchitis and emphysema it is rare for patients to produce blood- 
stained sputum, and the same can be said for pneumoconiosis unless superimposed 
pulmonary tuberculosis be present. 

Pulmonary hydatid disease may present with hemoptysis, but a clinical diagnosis 
is seldom made at this stage. If the condition be considered, chest X-ray may be 
suggestive, and the Casoni’s intradermal test will confirm the dignaosis. 

Mitral valve disease is reputed to be the second most common cause of 
hemoptysis, the bleeding in this condition being caused by chronic venous con- 
gestion or, more probably, due to pulmonary infarction. There are some authorities 
who believe that the bleeding is caused by engorgement of the bronchial veins. 
The diagnosis can be made readily by clinical examination of the heart. 

In left ventricular failure which causes pulmonary cedema, expectoration of blood- 
stained sputum is common. Signs of the primary disorders, i.e. hypertension, 
aortic and coronary disease, will usually be found. 

Pulmonary infarction often causes hemorrhagic sputum, and the diagnosis is 
suggested by the accompanying dyspneea, pleuritic pain and rub, and the pyrexia. 
There ‘may also be signs indicating the site of the primary thrombus. 

A ruptured aortic aneurysm usually produces a rapidly fatal, copious hemoptysis, 
but sometimes small haemorrhages may herald the final catastrophe. If there is 
time, clinical signs of an aneurysm may be elicited and these can be confirmed by 
radiological investigation, but on occasion the differential diagnosis between an 
aortic aneurysm and a bronchial neoplasm may be very difficult. 

Direct examination will usually exclude laryngeal causes of hemoptysis. 

Primary blood disorders, such as leukemia and purpura, seldom give rise to true 
hzmoptysis, as bleeding in these conditions usually comes from the gums. The 
diagnosis can be confirmed by a hematologist. 

Finally, it must be stated that rarely, no clinical cause can be found for re- 
current hemoptysis, in spite of repeated and careful investigations, including 
bronchoscopy. 


4 CLINICAL FEATURES 


The onset of hemoptysis is usually sudden and takes the form of a tickling sensa- 
tion in the throat followed by a salty taste in the mouth. If possible, the amount of 
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blood lost should be estimated and its character noted. Sometimes the patient can, 
with a fair degree of accuracy, localize the bleeding area, and may describe the 
sensation as a bubbly or fluttering feeling in that part of the chest. A history taken 
carefully, and with particular attention to the antecedent symptoms, can often 
be of great value and will frequently give a clue to the underlying pathological 
process. The family history must not be forgotten. 

The general signs, i.e. pallor, restlessness and tachycardia, depend upon the 
amount of blood expectorated. The patient should be examined to determine if 
possible which lung is involved, but percussion should be omitted during the 
routine examination of the chest. Localized apical crepitations may be heard on 
auscultation and, if the bleeding has been profuse, bilateral basal crepitations may 
be present, usually more conspicuous on the affected side. Blood staining of the 
sputum persists for a few days after the initial hemoptysis. The heart must be 
examined carefully for evidence of organic disease, and signs of 2 general blood 
disorder sought. Later, further investigation, including X-ray of the chest, sputum 
examinations and, if necessary, bronchoscopy should be carried out. It is unwise 
to perform bronchography after a recent hemoptysis. 


IMMEDIATE TREATMENT 


When a patient has coughed up even a moderate amount of blood he is usually 
agitated and frightened. A cheerful atmosphere must therefore be maintained and 
the patient reassured. The relatives should be informed that a rapidly fatal outcome 
from loss of blood is a rare event. The patient is rested in a semi-recumbent 
position, and if the site of the bleeding is known he should lie on the affected side. 
Rest is continued until the sputum is no longer blood-stained. The patient should 
be encouraged to drink, but the amount of food eaten and the regulation of the 
bowel function are of secondary importance at this stage. 

Repeated small doses of morphine, } to } grain (11 to 8 mg.), are invaluable to 
combat anxiety and to depress the cough reflex, but it must be used with care and 
judgment, as abolition of the cough reflex may result in pulmonary collapse or 
aspiration pneumonia. As soon as the bleeding is believed to have ceased, mor- 
phine must be stopped, substituting bromides, if necessary. Coagulants, vitamin 
K, intravenous congo red (1 per cent.), and calcium have been used in the im- 
mediate treatment of hemoptysis, but their worth has not been proved. If the 
bleeding is persistent and giving rise to anxiety a pneumothorax must be con- 
sidered. It is often found, however, that pleural adhesions prevent adequate 
pulmonary collapse by this means and that pneumoperitoneum is more effective. 
To combat the secondary anzmia, iron should be prescribed in adequate doses. 

Further treatment of the patient depends upon the cause of the hemoptysis, 
as revealed by clinical examination and other ancillary methods of diagnosis. 

ByrRON EVANS, M.D., M.R.C.P. 
Physician, United Cardiff Hospitals. 


THE TREATMENT OF SCABIES 


THE itch mite which causes scabies feeds and mates on the skin, passes by direct 
contact from skin to skin, and exists for only a brief time apart from the skin. 
These three facts are the key to the treatment of scabies, in which the aim is to 
destroy the parasite on the surface of the skin without causing further irritation, 
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while at the same time preventing reinfection or further spread by including in 
the treatment all people in close contact with the patient, such as room mates or 
other members of a family. Since the life of the mite apart from the skin is brief, 
disinfection of the clothing other than by ordinary washing is seldom necessary. 


TREATMENT 


Many drugs will kill the itch mite; it will suffice to mention two. 

Sulphur has been used for this disease since the time of Abraham. Recent 
excavations in Palestine unearthed a clay tablet incised with a prescription for 
use in itching diseases of the skin and consisting largely of sulphur in cedarwood 
oil. A drug which has held its place for 5000 years can hardly be without merit, 
and for many dermatologists sulphur is still the first choice, in the form of oint- 
ment of sulphur B.P. (10 per cent.). For children this may be diluted to 5 per 
cent., and for babies to 24 per cent. The patient is instructed to take a bath. The 
skin is then dried and the ointment rubbed in all over the body, but with special 
attention to the webs of the fingers, the wrists and inner sides of the feet, the 
elbows and axillary folds, the breasts in women and the genitalia in men. It is 
not necessary to treat the head and neck. Further applications of ointment are 
made twice daily for two or three days, and after the fifth or sixth application a 
bath is taken. All this time, the patient should wear the same clothes next the 
skin and use the same sheets. After the final bath, these clothes are washed. 

Benzyl benzoate-——A quicker treatment became popular during the war and 
may be used in the form of :— 


Benzyl] benzoate 
Emulsion base, e.g., 2 per cent. lanette wax in water .... 100 


This treatment also begins with a bath. While the patient is still wet, the emul- 
sion is painted on for five minutes with a paint brush or shaving brush. This is 
allowed to dry and a second coat is painted on top. The same underclothes are 
worn for twenty-four hours, after which the treatment ends. In severe cases it 
may be repeated at the end of one week. Graham (1943) using benzyl benzoate, 
without disinfection of clothes, claimed g9 per cent. cures in 1000 cases. Other 
observers have reported 80 per cent. Results are sure to vary according to whether 
the treatment is carried out in a clinic by a conscientious nurse or left to the hap- 
hazard efforts of the individual. It should be explained clearly to patients that 
they must not continue the treatment beyond the appointed time. Itching rarely 
disappears at once, and all lesions will not vanish in three days. The papules 
which appear on the penis in scabies may even last for weeks after cure. But the 
patient is naturally tempted to continue a treatment which is proving so bene- 
ficial, and if unchecked is likely to substitute a sulphur or benzyl benzoate der- 
matitis for the original scabies. If itching is severe, a follow-up treatment with 
calamine cream and phenobarbitone will satisfy the patient and soothe the skin. 

Clothes and bed clothes.—Although many textbooks state that these must be 
sent away for sterilization, ordinary laundering of sheets and underclothes is 
nearly always sufficient. During the war, Kenneth Mellanby (1943), by a series 
of experiments and observations on methods of transmission, demonstrated 
clearly the small part played by fomites. In consequence, the Advisory Com- 
mittee on Scabies to the Ministry of Health recommended that the disinfestation 
of clothing and blankets could be dispensed with. 
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APPARENT FAILURE OF TREATMENT 

If a patient shows no improvement after a properly applied treatment, it ts 
unlikely that the disease is scabies. If he improves but later relapses, he is being 
reinfected, most likely by a near contact. Another member of the family may 
not yet have obvious scabies, which takes nearly eight weeks to become manifest, 
or he may be one of those individuals who suffer so little irritation that they see 
no reason why they should undergo treatment. Such people act as carriers. It 
should therefore be a rule that if one member of a small household is infected, 
all the others should be treated on the same day. During the war, husbands on 
week-end leave passed on scabies to their wives and vice versa; so the question 
of a visiting member of the household must not be overlooked. In cases of rein- 
fection, with no apparent source, fumigation of the bed clothes and outer gar- 
ments should be carried out.. Finally, it must be remembered that domestic 
animals can act as vectors. In such cases the areas affected are those which come 
in contact with the animal. This is a rare source but one to be considered in a 
mysteriously rebellious case. 


COMPLICATIONS 

Treatment of a different kind is needed for such complications as secondary 
infection with impetigo or boils. Children often present with a pustular infection 
of the extremities which masks an underlying scabies. After the acarus has been 
eliminated with sulphur or benzyl benzoate, weak dettol or potassium perman- 
ganate soaks, followed by calamine cream, should be sufficient. Penicillin or 
sulphonamide creams should not be used; they are not necessary and are liable to 
irritate. Dermatitis venenata from sulphur or benzyl benzoate or other parasiti- 
cides is also a possible sequel, even when the treatment has been correctly carried 
out, but much more often when it has been continued beyond the proper period. 
Calamine cream or zinc ointment and castor oil are suitable applications. During 
the war, many soldiers who had had scabies suffered for months afterwards from 
irritable patchy dermatitis. This was attributed to a sensitization of the skin to 
epidermal breakdown products, and so to wool. This seems to be a less common 
sequel in civil life, and should be treated like any exogenous dermatitis. Nervous 
patients sometimes develop an acarophobia with psychogenic pruritus and 
insomnia. They require mental rather than physical treatment. 

With all these complications, the important point is to realize that further 
antiparasitic treatment will only make matters worse. It is best to apply the 
simple antiseptic or soothing remedies whose effect we know by long experience, 
rather than to rush to the latest wonder drug the sensitizing power of which 
has yet to be manifested. Like the sluggish bowel, the patient’s skin undergoes 
a lot of unmerited suffering because of too much zeal. 

ALICE CARLETON, M.D. 
Department of Dermatology, Radcliffe Infirmary, Oxford. 
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NOTES AND QUERIES 


Tron by Mouth 

Qurry.—Do side-effects ever follow the taking 
of ‘fersolate’ tablets or Blauds’ pills? Various 
patients have said that they ‘can’t take iron’ 
because (1) it causes diarrheea, (2) makes them 
feel very ill, or (3) makes them feel so tired that 
they cannot drag one foot in front of the other. 
I have at present a patient whose persistent re- 
fusal to take iron has reduced his Hb. to 40 per 
cent. It is now suggested that he should be given 
courses of intravenous iron from time to time. 
Have I any case for saying that iron by mouth 
does not really harm him? 


Rep.y.—lIron by mouth in any form may have 
undesirable side-effects. A certain number of 
patients complain of heartburn, upper ab- 
dominal discomfort, constipation or, more 
rarely, diarrhoea. The severity of these symp- 
toms seems to vary with different preparations 
and it is usually possible to find one which a 
patient can take. 

Compound tablet of ferrous sulphate (N.F.), 
is made up in a coating which dissolves slowly, 
and this usually prevents upper intestinal dis- 
comfort. If it does not, mixture of iron and 
ammonium citrate {N.F.) is less irritating, but 
some patients dislike the astringent taste, and 
the blackening of the tongue which it causes. 
The astringency can be disguised by taking the 
half-ounce (14 ml.) dose of the mixture in a 
third or half a glass of milk. The staining of the 
tongue can be avoided by taking the mixture 
through a glass tube or a drinking straw. 
Colloidal ferric hydroxide, in doses of 75 to 
150 mg. t.d.s., has recently been recommended 
in America as being equally or more effective 
than the preparations mentioned, while causing 
less gastro-intestinal disturbance. Many patients 
say they cannot take iron by mouth, but with 
firm encouragement, and a trial of different pre- 
parations, most can be persuaded to do so. The 
very few who really cannot take it in any form 
by mouth should be treated with intravenous 
saccharated iron oxide (‘ferrivenin’). 

R. R. BoMForRD, D.M., F.R.C.P. 


Antibiotics in Ulcerative Colitis 

Query (from India).—I am a chronic case of 
ulcerative colitis, of twenty-one months’ dura- 
tion. In spite of various treatments the condition 
still persists. I have now started aureomycin for 
the past three days and it has benefited me. 
How long should the treatment be carried out 
after clinical improvement? Will this cure the 
disease? I am taking 4 capsules a day. Because 
of this trouble T am a complete invalid. What 


other treatment do you suggest and what is the 
prognosis in these days of the new antibiotics? 
Would chloromycetin be of help? 


Rep.ty.—The assessment of any new drug in 
the treatment of ulcerative colitis is particularly 
difficult on account of the tendency of the 
disease to undergo spontaneous remissions. Its 
cause remains obscure but it is not generally 
considered to be infective although bacteria may 
play an important part by way of secondary 
invasion, and for this reason antibiotics are well 
worth a trial. 

The use of combined penicillin and sulfa- 
thalidine, streptomycin and bacitracin (orally), 
and, more recently, chloromycetin, aureomycin, 
and terramycin (these have a comparable effect), 
has often been followed by varying degrees of 
symptomatic and proctoscopic improvement in 
established cases. In some severe cases with 
ischio-rectal abscesses and fistula, aureomycin 
has had a dramatic, even life-saving, effect. I 
would recommend that the present dosage of 
aureomycin (1 g. daily) be continued for a total 
of four weeks, and since the patient lives in 
India, where the possibility of Entamebda histo- 
lytica is ever present, I would follow this with 
a course of diodoquin—+3 tablets (0.2 g. each) 
t.d.s., for twenty days. 

It is unlikely that medical treatment will cure 
chronic ulcerative colitis after two years of in- 
validism, and if a further relapse occurs after 
the present course the time will have come, in 
my opinion, to consider surgical treatment. 
Most authorities agree that terminal ileostomy 
is the best operation. Operative risks are mini- 
mized by the use of antibiotics, and the dis- 
advantages of an ileostomy are vastly outweighed 
by the rapid improvement in health which 
follows when the diseased colon is put com- 
pletely at rest. 

W. H. HarGREAVES, O.B.E., F.R.C.P. 
Ligut.-Cov. R.A.M.C. 


Prescription for Ulcerative Colitis 
Query.—In an article by Professor Finch (The 
Practitioner, July 1950, p. 59) there is a pre- 
scription for ulcerative colitis. There does not 
seem to be a way of preparing the prescription 
to enable it to keep more than two days. I have 
had it made up by a number of different 
chemists, but after two days the cork is blown 
out of the bottle and the medicine curdles. This 
medicine so benefited a patient of mine that I 
would like to prescribe it again. 


Rep_ty.—The mixture does not keep because 
the casein hydrolysate and dextrimaltose are 





NOTES 


both very good culture media. 1 would suggest 
that either the mixture be kept in a refrigerator 
or else the bottle in which it is stored be first 
sterilized. 

ERNEST FINCH, M.D., M.S., F.R.C.S. 


Operative Indications in Mitral 
Stenosis 

Query.—A spinster, aged thirty-five, con- 
tracted rheumatic endocarditis while nursing 
when eighteen years old. Auricular fibril- 
lation supervened in 1947. She is digitalized. 
The patient leads an active life. Epileptiform 
attacks followed the onset of auricular fibril- 
lation. The attacks occurred at night, and to 
date the number is six. These attacks ap- 
pear to be controlled by phenobarbitone. The 
patient has seen medical specialists and received 
non-committal answers, and is now anxious to 
invoke operative measures, if possible. Would 
you advise me on this point. 


Rep.y.—It is not possible to state on the in- 
formation available whether or not this patient 
is suitable for mitral valvulotomy. Her age is 
favourable and the auricular fibrillation is no 
contraindication. The fits are also no obvious 
bar. Such a case requires full clinical and 
radiological investigation, and possibly cardiac 
catheterization as well, before a decision can be 
made. If mitral stenosis is the predominant 
lesion then, in the absence of gross dilatation of 
the left atrium and of repeated attacks of right- 
sided heart failure, she might well prove suitable 
for operation. It is not possible to give all the 
present criteria for operation in a short reply, but 
the subject is fully dealt with in a recent 
article by Charles Baker, R. C. Brock, and 
Maurice Campbell, in the British Medical 
Fournal (June 3, 1950, p. 1283). 

R. C. BROcK, M.S., F.R.C.S. 


Treatment of Pink Disease 

Query.—A male child, aged nineteen months, 
suffering from pink disease, has recently come 
under my care. Having read the section on BAL 
in pink disease in the October 1949 number 
of The Practitioner (p. 289) dealing with the 


Manchester work on the relation of pink 
disease and mercury ingestion, I am much in- 
terested. In the present case the worst of the 
illness appears to be over, so that treatment 
with BAL would probably not be indicated. The 
child in question has had numerous teething 
powders. From six months to a year old, he was 
given Fennings’ powders occasionally, after that 
Steedman’s powders were used every night until 
last June, when the symptoms started. 
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I would be grateful for any further informa- 
tion available on this subject. Should the urine 
be tested for mercury at this stage (no teething 
powders having been administered for a week 
or more)? Would you kindly also let me know 
the composition of Fennings’ and Steedman’s 
powders. 


Rep.y.—The consensus of opinion is that pink 
disease is a general reaction to some poison in an 
infant hypersensitive to the offending substance, 
most often mercury, but whether this is the 
only cause is not yet certain. So constant has the 
association of mercury ingestion and pink disease 
been, however, that there is little doubt of their 
etiological connexion. The response to BAL 
too, in the more severe cases, confirms this re- 
lationship. It may well be that the effect of the 
poison, which is widespread, involves especially 
the vegetative nervous system via the supra- 
renal gland and that symptomatic improvement 
may follow the salt treatment recommended by 
Cheek and Hicks (see ‘Notes and Queries’, The 
Practitioner, 1950, 165, 194), but this treat 
ment will not aid the removal of the mercury 
from the system. The first principle of treatment 
is to discontinue the administration of mercury 
in any form. 

BAL is prescribed by intramuscular injection 
in doses of 1 mg. per lb., four-hourly for twenty- 
tour hours; then twelve-hourly for a week or 
ten days. Severe cases show marked improve- 
ment at the end of that time, with return of 
appetite and increased cheerfulness. The pink 
colour and peeling may persist for some time 
longer before they finally disappear. 

It is ceriainly worth while testing the urine 
for mercury in a case in which no mercury in- 
gestion has occurred for a week—or even for 
three or four weeks. These hypersensitive infants 
appear to retain the mercury in their systems for 
a prolonged period. The non-affected (insen- 
sitive) infants can excrete mercury promptly. 

The following are the compositions of the 
powders mentioned. 


Potassium chlorate 

Liquorice powder 

Powdered malt 

Light magnesium carbonate. . 


Fennings': 30 per cent 
33 per cent. 
33 per cent 


4 per cent 


Mercurous chloride 
Dover's powder 
Sucrose 

Starch 


27.6 per cent. 
2.2 per cent. 
17.8 per cent 
$3.3 per cent. 


Steedman's: 


WI Frip GAISFORD, M.D., F.R.C.P. 


Treatment of Habitual Abortion 

Query.—-I should appreciate the latest views on 
the treatment of habitual abortion, particularly 
hormone therapy. A patient, aged thirty, has 
had three abortions at five to six months’ preg- 
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nancy, and is now anxious to have a child. 
Investigation shows no abnormality of genital 
tract or of general health: W.R. negative, Rh- 
positive, no renal disease, B.P. normal, men- 
strual period 30 to 35 days (no change for 
years). Husband normal; semen analysis within 
normal limits. The patient is well during preg- 
nancy except for nausea for the first three 
months, and then a colossal appetite. The 
trouble appears to start as a leakage of amniotic 
fluid, which is followed by abortion. The 
patient is eager for a child, but naturally scared 
of starting a pregnancy. 


Rep_ty.—The treatment of abortion, particu- 
larly of the ‘habitual’ variety, is topical and 
much debated. Unfortunately there is at present 
no general agreement as to what really is 
efficacious, and the present tendency is to thera- 
peutic scepticism. This is because there is no 
very convincing evidence of the value of hor- 
mone therapy. Malpas’s studies showed that the 
chance of a fourth pregnancy going to term 
spontaneously after three preceding abortions 
is 16 per cent. Increasing attention is being 
paid to the abnormal nature of conceptional 
products in many abortions (up to 60 per cent.), 
and these are unlikely to be influenced by endo- 
crine therapy. The way in which abortion has 
started in this patient with early rupture of the 
membranes is rather suggestive of abnormal 
ovular contents. It would be worth while to 
have a basal metabolic rate estimation done 
and, in view of the increase in appetite, a blood 
sugar curve. 

The agreed treatment is bed rest at the time 
of the suppressed periods up to the eighth 
month. Sexual intercourse should be avoided. 
A small continuous dose of thyroid is probably 
worthy of trial. The question of the value of 
other endocrine treatment must then be raised, 
and here division of opinion is sharp as to 
whether it is effective and which endocrine to 
give. Bishop’s recent findings suggest that 
progesterone is of some use, and he advocates 
pellet implantation early in the pregnancy. The 
alternative view is that of the Smiths, who 
maintain that qastrogen treatment is better, 
starting with 5 mg. stilbastrol orally each day 
at the sixth to seventh week of pregnancy, and 
increasing this dose by 5 mg. at fortnightly 
intervals to the fifteenth week, and then by 5 
mg. each week until the end of the thirty-fourth 
week of pregnancy, when it is discontinued. 
The basis of this treatment is the supposition 
that estrogens reduce the complications of 
premature deficiency of the placental steroids. 
(Estrogens may also act on the uterus itself, and 
there is a further supposition that abortion of 
the later type (five months onwards) may be 
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caused by vascular change in the uterine wall 
taking place when the uterine shape alters 
from a sphere to that of a cylinder. 

In the case described a fair summary of 
treatment would be to adopt general lines, give 
progesterone in the early part of the pregnancy, 
and, in addition, try the stilbestrol, on the 
Smiths’ plan, as the abortions have been late 
rather than early. If the abortions were earlier 
in pregnancy I would omit the stilbeestrol. 
Optimism is often justified, and a pregnancy at 
some time may well go to term, irrespective of 
any treatment. 


KENNETH BOWES, M.S., F.R.C.S. 


First Cousins and Marriage 

Query.—A male patient of mine wishes to 
marry his first cousin (his father’s sister’s 
daughter). Both families are healthy with the 
single exception that the patient’s younger 
brother has a very mild form of petit mal. There 
is no other case of petit mal or epilepsy traceable 
in the last three generations. There is no tuber- 
culosis, cancer, mental disease or rheumatism 
in either family, so far as is known. Could 
you advise me (a) generally on the views of 
geneticists on first cousin marriages? (b) Is it 
possible to say that the children of a first 
cousin’s marriage are more likely to be abnormal 
physically or mentally, and if so, what is the in- 
creased risk? (c) Is the factor of petit mal in the 
younger brother important? 

Rep_ty.—(a) Geneticists do not, in general, 
think cousin marriages should be opposed un- 
less there exists in the pedigree common to the 
two people concerned infirmities recognized as 
of a hereditary character. 

(b) There is a slightly greater risk of the off- 
spring of consanguineous marriages being ab- 
normal than of the marriages of unrelated per- 
sons; but it cannot be predicted of any mating, 
however well-omened, that the children will 
with certainty be normal. There is a risk in 
every birth; and a thorough-going ‘safety-first’ 
programme would sterilize the human race. 

(c) The isolated occurrence of a mild degree 
of petit mal in the younger brother of a man 
thinking of marrying his first cousin would not 
justify advising against the marriage, provided 
that the pedigrees of the two people concerned 
were otherwise normal and that they were 
themselves of healthy and stable type. But the 
couple concerned should be warned along the 
lines of (b); you cannot assert with finality that 
their children will be normal; your nil obstat is 
not a guarantee. 


C. P. BLACKER, G.M., M.C., D.M., F.R.C.P. 
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Oral Antibiotics in Venereal Diseases 
AccorDING to R. R. Willcox (Nature, September 
16, 1950, 166, 466), ‘under present conditions of 
knowledge, and granting that all are readily 
available, the drugs of choice for the different 
venereal diseases would appear to be as follows; 
the second drug listed to be used for persons 
failing to respond to the first :— 





Disease 
Sulphonamides Streptomycin 
System:c peni- Streptomycin 

cillin 
Streptomycin 


| Chancroid 

| Gonorrheea 

Systemic 
cillin 

Aureomycin 


peni- 


Granuloma inguinale Streptomycin 


Lymphogranuloma 

venereum Sulphonamides Aureomycin 
Non-specific urethritis Streptomycin Aureomycin 
| Syphilis Systemic peni- More penicillin 

cillin 

In the case of chancroid, sulphonamides are 
the treatment of choice because they do not 
mask concomitant syphilis. Streptomycin is re- 
served for sulphonamide-resistant cases, and 
aureomycin for streptomycin-resistant cases. 
Aureomycin, chloramphenicol, and oral peni- 
cillin can all cure gonorrheea, but their action is 
less certain than either penicillin or strepto- 
mycin given parenterally. As they are also anti- 
syphilitic, all cases treated must be followed for 
six months. In discussing granuloma inguinale 
it is pointed out that both aureomycin and 
chloramphenicol ‘reinforce streptomycin, which 
has already wrought such a dramatic change in 
the treatment of this erstwhile distressing con- 
dition which does not respond to penicillin and 
but tardily to the antimonials’. In the treatment of 
syphilis, penicillin should never be given orally 
except possibly to ‘weakly babies with infantile 
congenital syphilis, until such time as a more 
robust treatment can be instituted, and for rare 
cases as hemophiliacs in whom needle puncture 
is contraindicated’. 


Chloramphenicol in Shigella Enteritis 


THIRTY-FIVE cases of enteritis due to Shigella 


infection have been treated with chloram- 
phenicol (chloromycetin) by S. Ross et al. 
(Journal of the American Medical Association, 
August 26, 1950, 143, 1459), and the results 
compared with those obtained with oral strepto- 
mycin, polymixin B, and sulphadiazine. The 
ages of the patients in the chloramphenicol- 
treated group ranged from three months to 
seven years. Stool culture revealed Shigella 
sonnei in 33 cases, and Shigella of Flexner in 
2 cases. Chloramphenicol was given orally in 
average dosage of 250 mg. four-hourly, for six 


to eleven days; total dosage varied from 7.2 to 
16.2 g., average 11.5 g. For infants and smaller 
children the powdered drug was mixed in 
palatable vehicles, but despite this, administra- 
tion had to be forced in some cases and vomiting 
resulted. Comparison with results of the other 
drugs used in 61 cases (20 sulphadiazine, 25 
streptomycin, 16 polymixin B) showed that all 
four drugs produced prompt disappearance of 
the Shigella organism from the stool in two days 
or less from initiation of therapy: average in- 
terval for chloramphenicol, 0.76 days; for 
streptomycin, 1.6 days; for polymixin B, 1.9 
days; for sulphadiazine, 2.0 days. In conclusion 
it is pointed out that ‘it is of some importance to 
know that there are now four effective thera- 
peutic agents for the treatment of shigellosis 
instead of only the sulfonamide drugs. This 
allows for substitution of one medication for 
another both in cases in which drug sensitivity 
is manifested and in cases in which resistant 
strains of organisms have appeared’. 


Chloramphenicol in Infantile 
Diarrhea 

Tue value of chloramphenicol (chloromycetin) 
in the treatment of infantile diarrhea of un- 
known origin is demonstrated in a report by R. 
Clément: et al. (La Semaine des Hépitaux de 
Paris, September 10, 1950, 26, 3562). The re- 
port concerns 44 cases of severe, persistent 
diarrheea with dehydration which failed to 
respond to conservative treatment. Chloram- 
phenicol, in dosage of 0.05 g. per kg. body weight 
daily, was administered in conjunction with 
dietetic regime and measures for combating the 
dehydration. The drug was continued for a 
week. Favourable action was quickly manifest: 
in twenty-four to forty-eight hours the stools 
ceased to be liquid and the colour became 
darker ; the number of stools was reduced to one 
or two in the twenty-four hours and after three 
or four days they were normal; loss of weight 
was arrested; in 19 cases with pyrexia the tem- 
perature was normal in forty-eight hours. There 
were two complications of the treatment, one 
common and the other rare: Distension of the 
abdomen appeared some hours after absorption 
of the first doses; in most cases it was moderate 
and disappeared gradually in two to three days. 
In one case, however, it led to strangulated 
hernia from which the infant died. The second 
complication was thermal collapse; this occurred 
in only three cases and was not serious. Of the 
44 cases treated, 38 were cured. The failures 
were due to infections or lesions against which 
chloramphenicol is inactive. 
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Oral Hygiene 


IN order to maintain a satisfactory standard of 
oral hygiene, according to G. H. Leatherman 
(British Dental Journal, September 5, 1950, 89, 
119), the following drill should be carried out at 
least twice a day. The mouth should be 
thoroughly washed out with a mouthwash con- 
sisting of ‘neat peroxide 10 vols.’, or one part 
of ‘milton’ in four of water, or one teaspoonful 
of salt powder in half a glass of warm water. 
The teeth are then brushed. It is recommended 
that the toothbrush should be ‘six to eight rows 
long, three to four rows wide, the bristles all of 
the same length and preferably of natural 
bristle not too hard’. A dentifrice consisting of 
equal parts of salt and sodium bicarbonate 
powder is considered as good as any, but ‘no 
harm is seen in prescribing the present popular 
ammonium and urea powders’. Massage is then 
carried out ‘by using the thumb and first finger 
buccally and lingually, using intermittent 
pressure with a circular movement all round the 
mouth. The fingers can be moistened with a 
little eau-de-Cologne or Milton’. Finally, the 
mouthwash is used again. In addition, stress is 
laid upon the importance of using dental floss, 
or wood points dipped in 8 per cent. zinc 
chloride, after meals, but these should only be 
used after instruction in use by a dental surgeon. 
In the author’s opinion, the use of wooden 
sticks ‘is one of the most important adjuncts to 
correct oral hygiene in the adult mouth, and in 
many mouths is more important than the mouth 
brush’. 


Aureomycin in Hepatic Disease 

Tue use of aureomycin in four cases of acute 
hepatic coma, two children and two adults, is 
recorded by J. D. Farquhar et al. (American 
Fournal of the Medical Sciences, August 1950, 
220, 166). In one case of a six-year old girl with 
acute viral hepatitis and chronic myelogenous 
leukemia, aureomycin intramuscularly, 100 mg. 
six-hourly, was given for six days, and then oral 
aureomycin, 250 mg. six-hourly, for a further 
eleven days, in conjunction with blood and 
plasma infusions and large doses of vitamin K. 
‘Twenty-four hours after lapsing into coma and 
after beginning aureomycin therapy the child 
was mentally alert and well orientated. From the 
third day there was steady improvement. In 
the second case, a child of ten, penicillin and 
sulphadiazine had been given without effect and 
aureomycin was started when the child appeared 
to be in the terminal state. Two weeks after in- 
stitution of aureomycin there was steady im- 
provement and the jaundice disappeared. In 
the two adult cases, males aged thirty-seven and 
sixtv, there had been excessive consumption of 
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alcohol for ten and four years. The first patient 
was comatose and critically ill. He was given 
aureomycin, 2g. daily, intramuscularly and 
intravenously, in conjunction with oxygen, 
glucose, and transfusions of whole blood, and 
thiamine. He remained comatose for three days 
after starting aureomycin, when there was 
gradual improvement. Total dosage of aureo- 
mycin was 67 g. In the second case, aureomycin 
was given in dosage of 0.5 g. six-hourly, by 
intravenous route. The patient improved, and 
then relapsed when aureomycin was stopped. 
The drug was reinstituted with improvement. 
This patient died from peripheral circulatory 
collapse six months after his first admission. 


Aureomycin and Infections of the 


T 

Newborn 

‘AMONG the consequences of a difficult delivery 
an important place must be reserved for infec- 
tion of the foetus and the newborrt, which in 
many cases is masked’. This statement is made 
by L. Ribadeau-Dumas et al. (La Presse 
Médicale, August 26, 1950, 58, 921) in an 
article dealing with the use of aureomycin for 
the prevention and treatment of infection of the 
newborn. Invasion of the vaginal tract by 
micro-organisms occurs as a rule after delivery, 
but such organisms may ascend the tract during 
delivery and penetrate the intact foetal sac before 
rupture of the membranes. For this reason it is 
the custom at the Clinique Tarnier, Paris, in 
cases with risk, to give antibiotics to the mother 
and the infant; administered to the mother the 
antibiotic traverses the placenta and reaches the 
fetus. Among the antibiotics used for this 
purpose aureomycin is stated so far to hold first 
place. The dosage used for the infants was 1 
capsule of 0.0025 g. daily, and the duration of 
treatment was from four to seven days. Owing 
to regurgitations and vomiting the infant does 
not receive the complete dose—this may be 
overcome by giving the drug in small amounts 
with each feed, six times daily. Particulars of 13 
infants so treated are given: good results were 
obtained in all except one, in which the causal 
factor was cerebro-meningeal hemorrhage. In 
some cases penicillin or streptomycin was given 
without effect, and the infection finally re- 
sponded to aureomycin. No untoward effects of 
the drug were noted. 


Hairy Tongue 

‘BLack hairy tongue is most commonly ob- 
served in debilitated elderly men in association 
with infections in the oropharynx, larynx and 
accessory nasal sinuses or with some type of 
neoplastic growth involving these structures’ 
write A. M. Lefkovits and B. Lapidus (Fournal 
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of the American Medical Association, August 26, 
143, 1482). In addition, several authors have 
recently reported the development of the con- 
dition following the administration of penicillin 
in the form of lozenges or inhalations. A 
generally accepted opinion is that black hairy 
tongue is due to infection of the filiform papilla 
of the tongue with pigment-producing fungi, 
yeast or bacteria; also local irritating factors, 
such as poor oral hygiene and excessive smoking, 
are probable contributory factors. The authors 
record a case in a man of seventy who was 
severely debilitated following illness, and 
operation for transurethral resection. The 
patient smoked two to three packets of cigarettes 
daily. When seen there was a luxuriant growth 
of closely packed filaments measuring 13 mm. in 
length and 0.4 mm. thick. The filaments could 
be extracted easily with tweezers. Culture 
yielded alpha streptococci and Staph. aureus, 
and a non-encapsulated yeast. Discontinuance 
of smoking, application of hydrogen peroxide 
solution to the growth and careful oral hygiene 
reduced the colour of the growth to a light 
yellow, but the filaments had finally to be re- 
moved by clipping with scissors. It is stated 
that the condition of black hairy tongue is 
benign. Treatment consists in improved oral 
hygiene, application of a mild bactericidal 
solution and, in some cases, clipping off of the 
hypertrophied papillz. 


Prostigmin in the Heartburn of 
Pregnancy 

FURTHER evidence (see The Practitioner, August 
1950, 165, 198) in favour of the beneficial action 
of prostigmin in the alleviation of the heartburn 
of pregnancy is provided by C. L. Sullivan 
(American Journal of Obstetrics and Gynecology, 
July 1950, 60, 205) on the basis of his findings in 
151 cases. All these were women ‘who com- 
plained of daily recurrent episodes of heartburn 
and who failed to obtain relief from a medical 
regime consisting of increased protein and fat 
intake; a decreased carbohydrate intake; 
omission of fatty and fried foods and chocolate 
from the diet, the elimination of smoking, and 
the use of aluminium hydroxide in liquid and 
tablet form’. One millilitre of a 1:2000 solution 
(o.5 mg.) of prostigmin methylsulphate was in- 
jected into the gluteal muscles. Of the 136 
women treated in this way, 124 experienced 
relief lasting for at least three days, and gener- 
ally for seven to ten days. Forty-eight of these 
cases required at least one subsequent in- 
jection because of recurrence of heartburn. 
Fifteen of the women who gained relief from 
prostigmin were given a second injection con- 
sisting of distilled water, and of these only two 
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reported ‘improvement’. The remaining thirteen 
wornen who obtained no relief from distilled 
water responded to a subsequent injection of 
prostigmin. As a further control, 15 women who 
had not been given prostigmin were given an 
injection of distilled water, and again only two 
reported improvement. No instance of vaginal 
bleeding, uterine contractions, induction of 
labour, or fall in blood pressure was noted in 
any of the women who received prostigmin. 


Prophylactic Prostigmin for Post- 
Lumbar-Puncture Meningism. 
PosT-LUMBAR-PUNCTURE meningism is a fre- 
quent occurrence, according to N. Moschik de 
Reya (Deutsche medizinische Wochenschrift, 
September 22, 1950, 75, 1245). Two hundred 
patients were given 0.25 mg. prostigmin intra- 
muscularly ten minutes before lumbar puncture: 
only 27 (13.5 per cent.) showed post-lumbar- 
puncture symptoms, compared with 88 (44 per 
cent.) in a control series. The symptoms in the 
former were slight and transient, nausea and 
vomiting being completely absent. In a further 
series of 80 out-patients who were given pros- 
tigmin prophylactically, only 8 (10 per cent.) 
developed symptoms of meningism. The author 
believes these to be due to increased cerebro- 
spinal fluid pressure. In 30 cases, ten minutes 
after administration of prostigmin there was a 
gradual but constant fall in pressure, lasting 
for thirty minutes. 


Absorptive Power of Dusting Powders 
As dusting powders are largely used for the 
absorption of moisture from the skin, John Rae 
(British Journal of Dermatology and Syphilis, 
July-August 1950, 62, 319) has investigated this 
property in samples of commonly used powders. 
These samples were not dried before testing, 
‘but were taken from bulk stock, and therefore 
represented ordinary commercial supplies such 
as would be used in dispensing or manufactur- 
ing’. The following are his results, in terms of 
the percentage of moisture absorbed in twenty- 
four hours :— 


Zinc oxide “i 

Lithium stearate ... . 

Boric acid ....... 

French chalk 

‘Cosmetic’ magnesium carbonate 
Titanium dioxide 

Aluminium stearate 

Calcium stearate ... 

Zinc stearate 

Kaolin 

Heavy magnesium carbonate... . 
Magnesium stearate 

Magnesium trisilicate 

Starch 

Zinc carbonate ... 
‘Amorphous’ silica 


Precipitated calcium carbonate 
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Modern Practice in Dermatology. Epirep 
BY G. B. Mitcue.i-Heccs, 0.8.£., M.D., 
F.R.C.P. London: Butterworth & Co. 
(Publishers) Ltd., 1950. Pp. xxv and 
836. Price 63s. 

As the author says in his preface, there are 
many books on dermatology; this is not just 
another. An attempt has been made to present 
dermatology in a form useful to the general 
practitioner, services doctors, doctors in com- 
mercial organizations, and to specialists in other 
branches seeking the light. If it is allowed that 
these doctors have not the time, which is true, 
nor the wit, which is debatable, to use the 
standard textbooks, there is a place for this book. 
It is not, and does not pretend to be, the long- 
awaited English rival to the large, popular 
American textbooks. The ground is well covered 
by fifty articles by more than forty contributors. 
Fifty articles by less than half that number of 
writers—writers chosen because they could con- 
tribute with the authoritative stamp of personal 
experience—would have given us a better book. 
The book reads rather like a symposium of 
articles contributed to The Practitioner in a 
series of dermatological numbers; most of the 
chapters therefore read very well; but there is 
considerable overlap and repetition, as indeed 
there must be when chapter headings may be 
on an etiological or on an anatomical basis. 
This repetition, which is sometimes irksome to 
anyone reading straight through, is not a bad 
thing, particularly for those who, as many will, 
want to read only one section at a given time or 
who use the book only for reference. It will 
serve as a good introduction to the subject for 
the general practitioner who may be seeking an 
exciting side-line, or for the student who is 
looking beyond his qualifying examinations. It 
is an exceptionally well-produced book; the 
paper, the type and the layout are lavish. The 
photographs are mostly first-rate and beautifully 
reproduced. The book must be judged on 
whether or not it fulfils its purpose—it does. 


A Short Textbook of Radiotherapy for 
Technicians and Students. By J. WALTER, 
B.M., M.R.C.P., D.M.R.E., and H. MILLER, 


Pu.D., _F.1nst.P. London : J. & A. 
Churchill Ltd., 1950. Pp. xii and 444. 
Figures 199. Price 28s. 
Tuis textbook, as stated in the preface, has as 
its foundation, lecture notes given to student 
radiographers studying for the examinations for 
qualification to membership of the Society of 
Radiographers, or for the Certificate in Therapy. 


There has been an ever increasing need for a 
book such as this over the past fifteen years, 
with the emergence of radiotherapy as a distinct 
branch of radiology. Not only is it a book which 
will prove of value to the student radiographer, 
but it will serve as a useful preliminary study for 
medical postgraduates about to embark upon 
radiotherapy as a specialty, whilst the chapter 
on radiotherapy in dermatology places it within 
the interest of those who practise that branch 
of medicine. The subject-matter covers a wide 
scope in its essentials and provides an excellent 
summary of physics, radiology, technique, 
clinical radiotherapy, protection, and up to date 
notes on the production and use of the com- 
moner radioactive isotopes. 


The Results of Radium and X-ray Therapy 
in Malignant Disease: The Third 
Statistical Report from the Christie 
Hospital and Holt Radium Institute, 
Manchester. ComPpiLeD BY RALSTON 
PATERSON, MARGARET Top and MARION 
Russe_v. Edinburgh: E. & S. Livingstone 
Ltd., 1950. Pp. 167. Price ros. 6d. 

Tuts book is an impressive record of the high 
standard of radiotherapy practised at the 
Christie Hospital and Holt Radium Institute. 
The report is based on the results of radio- 
therapy treatment of cancer carried out in 1940- 
44 inclusive, assessed at five years. It includes an 
analysis at the tenth anniversary of the results 
of treatment during 1934-38. The book is ar- 
ranged in three parts with the object of making 
it useful to all interested in cancer treatment, 
including those who have no special knowledge 
of radiotherapy. The striking difference be- 
tween survival rates for early and late malig- 
nancies is well illustrated. This balanced and 
objective survey of the results of radiotherapy 
treatment is a valuable contribution to medical 
literature. 


Researches on the Radiotherapy of Oral 
Cancer (M.R.C. special report No. 267). 
By Constance A. P. Woop and J. W. 
Boac. London: His Majesty’s Stationery 
Office, 1950. Illustrated. Price 12s. 6d. 

Tuts report describes the results of an in- 

vestigation on 214 patients suffering from oral 

cancer, half of whom were treated by a 10- 

gramme radium beam unit, whilst the other half 

were treated by an orthodox deep X-ray unit, 
the technical factors of which were adjusted so 
that the depth dose and intensity of the X-ray 
and gamma ray beams corresponded closely with 
each other. There is a wealth of statistical data 
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which does not appear to indicate any statistic- 
ally significant difference in survival rates be- 
tween the two groups of cases. The difference 
in the skin reactions produced by the two types 
of radiation are compared. 


Feeding Mothers and Babies. By NELL 
Heaton and Guy DAYNES, M.R.C.S., 
L.R.C.P., D.C.H. London: Faber and 
Faber Ltd., 1950. Pp. 214. Price 7s. 6d. 

Tuts book is the product of collaboration be- 
tween a dietitian and a pediatrician. It gives a 
practical account in simple conversational style 
of the theory and practice of maternal dietetics 
in pregnancy and lactation, and of dietetics in 
infancy. The emphasis on optimal maternal 
nutrition, a fundamental factor in preventive 
pediatrics, is praiseworthy. The section on 
breast feeding is admirable and embodies 
modern views such as those of Waller. The 
chapters on artificial feeding, weaning, and 
transitional diet are also first-class. The authors 
always keep in mind the family background, and 
show how to adapt the diet of mother and baby 
to that of the family. About one-third of the 
book consists of a wide range of suitable recipes. 
There is remarkably little room for criticism. 
Most pediatricians prefer the upright rather 
than the boat-shaped type of bottle advocated 
for infant feeding. The erroneous statement that 
infants lose an ounce a day during the first few 
days of life might worry mothers when they 
hear of the normal loss of several ounces a day 
at this period. This excellent practical guide will 
be welcomed by a host of mothers, particularly 
by those having their first baby. It deserves 
the commendation of general practitioners, who 
will find it a useful support in the management 
of the mother-baby unit. The authors re- 
peatedly emphasize the necessity for consulting 
the family or clinic doctor at regular intervals 
and in a variety of circumstances. 


Helpful Hints to the Diabetic. BY W1LL1AM 
A. CoLtens and Louis C. Boas. Spring- 
field, Illinois: Charles C Thomas; 
Oxford: Blackwell Scientific Publica- 
tions Ltd., 1950. Pp. x and 135. Figures 
64, 6 in colour. Price 215. 6d. 

Tus little book is intended for the lay diabetic 

to help him in the management of his condition. 

It starts with an account of the nature of 

diabetes, and goes on to explain the rationale of 

dieting. A relatively free diet is suggested, 
measured only by rough household means, and 
with free exchange on the patient’s own diet 
sheet by means of full tables of substitutes. 

Great emphasis is laid on vitamin-containing 

foods. Insulin and its administration are fully 
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described, with special ‘round the clock’ 
diagrams to show the relatioh of injections to 
meal times; but these are not specially helpful. 
Excellent warning against the dangers of quack 
remedies are given, and against ever omitting a 
dose of insulin. Common complications are 
frankly discussed and the means by which they 
may be avoided described. Urine testing is 
described in detail, and a final chapter re- 
capitulates much of the book in the form of 
question and answer. The book is not likely to 
suit a wide public in this country, for much of 
the detail in the sections on diet and insulin are 
peculiar to America. More serious is the fact 
that, despite its claim to simplicity, it contains so 
much technical jargon that a long glossary has 
to be included to make it at all intelligible to a 
layman. It is attractively laid out and profusely 
illustrated. 


The Practice of Chiropody. By Keitn 
CAMPBELL Jones. With foreword by 
NorRMAN C. LAKE, M.D., M.S., F.R.C.S. 
Sydney and London: Angus & Robert- 
son Ltd., 1950. Pp. xvi and 279. 
Figures 23. Price 42s. 

Tue author, a chiropodist of wide experience 

and undoubted ability, has set himself a Her- 

culean task, for he has endeavoured not only to 
cover the routine chiropodial field, but also to 
introduce chiropodists to manipulative surgery 
and physiotherapy. With the first, he has 
succeeded admirably; his accurate and lucid 
accounts of the ordinary disabilities of the foot 
will be appreciated by all, even though the pub- 
lishers have distributed the illustrations through 
the volume instead of relating them to the text. 
With his second ambition he has been 
successful; indeed one of the major handicaps 
of the chiropodist is only too clearly demon- 
strated by the ‘popular’ approach that has been 
adopted. Enlargement of the sphere of chir- 
opodists and improvement in their status—and 
those of us who appreciate the value of their 
work are most anxious to see this—must be based 
on modern physiological and pathological ideas. 


less 


The Management of the Patient with 
Severe Bronchial Asthma. By Mavricr 


S. SEGAL, M.D. Springfield, Llinois: 
Charles C Thomas; Oxford: Blackwell 
Scientific Publications Ltd., 1950. Pp. 
xv and 158. Figures 16. Price 27s. 6d. 
Tue problem of asthma is that of preventing 
recurrences. The treatment of the acute attack, 
no matter how severe, is usually successful, 
although occasionally patients cause acute 
anxiety, and recovery may be prolonged or 
incomplete. Twenty-seven shillings and six- 
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pence is a lot of money to pay for a resumé of 
current therapeutics, particularly as no one 
drug is outstandingly successful and the book 
had gone to press before the value of ACTH 
could be properly assessed. Dr. Segal, however, 
does give detailed instructions for a large number 
of treatments which are useful in the ‘what else 
can I do now?’ type of case. He is at his most 
interesting when dealing with ‘protection 
studies’. In these, the vital capacity of the patient 
is artificially reduced by bronchoconstrictive 
substances (histamine and acetylcholine). This 
gives a yardstick for comparing accurately the 
antispasmodic value of the many drugs used in 
asthma. By this technique the maximal broncho- 
dilatation appears to be given by a combination 
of aminophylline and an antihistaminic. At- 
tractively produced, but written in complex 
English, this book can be recommended as a 
reference work, and for those who are par- 
ticularly interested in keeping abreast with the 
vast literature on a most baffling subject. 


Did Adelaide Bartlett .? By Gorpon 
Gwynn. London: Christopher Johnson, 
1950. Pp. 180. Price gs. 6d. 

TuIs racy reconstruction of one of the most 

famous murder trials at the Old Bailey last cen- 

tury makes most interesting reading. Adelaide 

Bartlett was the young wife of a successful 

middle-aged South London grocer who died as 

the result of swallowing chloroform. Largely as 

a result of a brilliant defence by Sir Edward 

Clarke, the wife was found not guilty of murder- 

ing her husband. ‘Gordon Gwynn’, a pen-name 

which disguises the identity of an anesthetist, is 
particularly qualified to discuss the evidence, 
but his reasons for differing from the jury are 
scarcely convincing. This, however, does not 
detract from the interest of the book. The only 
regret is that he does not tell us what happened 
to Adelaide Bartlett after her discharge from the 

Old Bailey. Did she remarry, or did she simply 

slide into an uneventful widowhood living on the 

money left to her in her husband’s will? If 

Gordon Gwynn is correct in his summing-up of 

the young lady, the latter possibility is indeed 

remote. 


NEW EDITIONS 
Tue fifth edition of The Physiological Basis of 
Medical Practice, by C. H. Best, c.B.B., M.D., 
D.sc., F.R.S., and N. B. Taylor, M.D., F.R.S. 
(Canada) (Bailli¢re, Tindall & Cox, 84s.), well 
maintains the standards of a book which since 
its first appearance in 1937 has come to occupy 
a prominent position among the essential text- 
books for both undergraduates and post- 
graduates. Careful revision has been carried out 
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in preparing this edition, and the authors have 
managed to restrict the increase in size to less 
than 200 pages. Even this, however, is a re- 
grettable increase, and it is hoped that in pre- 
paring the next edition more attention will be 
given to the problem of pruning. Unfortunately, 
no attempt has been made to improve the stan- 
dard of reproduction of the illustrations, which 
has always been the weak point in an otherwise 
excellent book. Detailed criticism is obviously 
impossible here, but many readers will be in- 
terested to know on what evidence is based the 
statement that ‘antihistamine drugs have been 
employed with considerable success’ in the 
treatment of asthma (p. 432). Essential text- 
books are few and far between—this is one of 
them. 


THE second edition of Biological Standardiza- 
tion, by J. H. Burn, F.r.s., with D. J. Finney 
and L. G. Goodwin (Oxford University Press, 
355.), although it looks the same size as the 1937 
edition and costs 14s. more, has 152 more pages 
and so the price is reasonable. The longest 
chapter, by Dr. Finney, is itself a valuable 
monograph on statistical analysis. Mr. Goodwin 
covers anthelmintic and antiprotozoal drugs. 
The assays of ergot and of vitamins A, B,, and C 
are omitted and new chapters added on, among 
other things, analgesics, atropine substitutes, 
local anzsthetics and curare-like compounds. 
We agree with the senior author that the title 
does not accurately describe the contents of the 
book. ‘Biological assay’ might have been better. 
But neither the field covered, nor the method of 
treatment, would have justified ‘Quantitative 
methods in pharmacology and chemotherapy’ 
with which the author for a while toyed. 
Although some of the additions are surprising 
—and some of the omissions too—this is an 
authoritative and standard work which all con- 
cerned with the biological assay of drugs should 
possess. 


Tue sixth edition of A Textbook of Gynecology, 
by Arthur Hale Curtis, M.p., and John William 
Huffman, m.p. (W. B. Saunders Company, 
50s.) contains, among new material, sections on 
sarcomatous growth of the cervical stroma, the 
para-urethral ducts, and mesonephric remnants 
in the cervix. Extensive revision has been carried 
out in all chapters and a number of new illustra- 
tions added, bringing the total to 466; many of 
the illustrations are beautifully produced. 


The contents of the December issue, which will contain a 
symposium on ‘Medical Aspects of Atomic Warfare’ 


will be found on page Ixviii at the end of the adver- 


tisement section. 





Notes and Preparations, see page 561. 
Fifty Years Ago, see page 565. 
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leopatra’s Needle 
and Brettenham House 


Among the outstanding contributions 
to medical progress from the 

Lederle Laboratories are the introduction 
of aureomycin, teropterin, artane and 
the isolation and synthesis of folic acid. 
These are but some of the notable 
Lederle products, and the medical and 
scientific resources of the world- 
renowned Lederle organisation are now 


offered through Lederle in London, 


‘FOLVITE’ FOLIC ACID 


Where the urgent treatment of an anaemia 
calls for powerful action, the physician 
can rely on ‘FOLVITE’ (Folic Acid 
Lederle) as a potent haematinic. 


*Folvite’ is a Registered Trade Mark. 
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MAMMARY CARCINOMA 


PERANDREN 
(Inj. Testosterone Propionate B.P.) 


Ampoules 50 mg. and 100 mg. 10 c.cm. R.C. Vials, 
50 mg./c.cm. 


PERANDREN ‘LINGUETS’ 
(Methyltestosterone B.P.) 
25 mg. and 50 mg. 
ETICYCLIN 
(Ethinyl Oestradiol) 
Scored Tablets of | mg. 


MASTOPATHIA 


PERANDREN OINTMENT 
(Testosterone ointment) 
1 g. contains 2 mg. testosterone B.P.C. 





Please apply for information 
on these and other indications for Ciba Hormones 


CISA 


(*‘ Perandren,’ * Eticyclin’ and * Linguets’ are registered trade marks) 


Reg. user 


CIBA LABORATORIES LIMITED 
HORSHAM, SUSSEX 


Telephone : Horsham 1234 Telegrams : Cibalabs, Horsham 


















































NOTES AND PREPARATIONS 


NEW PREPARATIONS 

ALKA-cIP effervescent tablets each contain 
acetylsalicylic acid 5 grains (0.32 g.), citric 
acid 14.3 grains (0.93 g.), and sodium bicar- 
bonate .25.7 grains (1.67 g.). The advantages 
claimed for this preparation are that the quantity 
of sodium bicarbonate is not only sufficient to 
react with the aspirin and citric acid, but leaves 
a slight excess; the bitter taste of aspirin is re- 
placed by a pleasant tasting drink. Issued in 
packages of 12 tablets. (Westminster Labora- 
tories Ltd., Chalcot Road, Regent’s Park, 
London, N.W.1.) 


ESKACILLIN is a liquid oral preparation of 
crystalline potassium penicillin G in a pleasantly 
flavoured, buffered vehicle (50,000 I.U. peni- 
cillin per teaspoonful). It is stated to be suitable 
for patients, particularly infants, who dislike 
tablets and bitter mixtures or fear the discom- 
fort of injections. Issued in packages containing 
penicillin in dry state and a bottle of palatable 
aqueous vehicle to be mixed on prescription to 
provide a 2 fluid ounce bottle containing 800,000 
1.U. of penicillin. (Menley & James Ltd., 123 
Coldharbour Lane, London, S.E.5.) 


LYSIVANE brand of ethopropazine hydro- 
chloride is a synthetic drug prepared for use in 
the treatment of Parkinsonism and allied extra- 
pyramidal disorders. It is available in the form 
of sugar-coated tablets, each containing 50 mg. 
of ethopropazine hydrochloride. Issued in con- 
tainers of 50 and 500 tablets. (May & Baker Ltd., 
Dagenham, Essex.) 


‘TRESAMIDE and CREMOTRESAMIDE are triple sul- 
phonamide preparations. The former is issucd in 
the form of tablets of 0.5 g., each tablet con- 
taining sulphamerazine o.1 g., sulphadiazine 
0.2 g., and sulphacetamide 0.2 g. The latter is a 
suspension, containing sulphamerazine 0.1 8., 
sulphadiazine 0.2 g., and sulphacetamide 0.2 &. 
per 5 ml., and is stated to be particularly suitable 
for administration to infants and young children. 
The use of either preparation is indicated in 
conditions in which triple sulphonamide ad- 
ministration is advisable. Issued in bottles of 
100 and 500 tablets, and bottles of 4 and 16 
fluid ounces. (Sharp & Dohme Ltd., Hoddes- 
don, Herts.) 


Price Reductions. British Schering Ltd., an- 
nounce a reduction in the price of their hormone 
products dating from October 1, 1950. Roussel 
Laboratories Ltd., also announce price re- 
ductions on all their steroid hormones as from 
October 1, 1950. The Distillers Company 


(Biochemicals) Ltd., on behalf of its dis- 
tributors: Allen and Hanburys Ltd., British 
Drug Houses Ltd., Burroughs Wellcome & 
Co., Evans Medical Supplies Ltd., Imperial 
Chemicals (Pharmaceuticals) Ltd., and Pharma- 
ceutical Specialities (May and Baker) Ltd., 
announce reductions in the prices of Crystalline 
Penicillin G Sodium salt; Distaquaine G; 
Distaquaine Fortified; and Distaquaine Sus- 
pension—as from October 2, 1950. 


MEDICAL FILMS 
‘THe Treatment of Infections of the Hand’, 
prepared by the British Medical Association in 
conjunction with Glaxo Laboratories Ltd., deals 
with the treatment of poisoned fingers, whitlows, 
abscesses, infections of the nail-bed, and the 
like. Primarily intended for practising doctors, 
it will be shown at meetings of the profession in 
different parts of the country, and will also be 
used in hospitals for both undergraduate and 
postgraduate audiences. The film has been pre- 
pared in the Hand Clinic of University College 
Hospital under the direction of Professor R. S. 
Pilcher, M.S., F.R.C.S., and co-workers, and 
was produced for the B.M.A. by the Realist 
Film Unit. It was awarded the first prize for the 
best medical film at the International Medical 
Congress at Verona in July 1950. 


“‘Thiopentone Sodium and Its Use in Intra- 
venous Anesthesia’ and ‘Medical Applications 
of Sulphonamides’ (running times: 38 min. on 
16 mm. and 35 mm. sound; and 34 min. on 
16 mm. and 35 mm. sound), the former made in 


cooperation with the Department of An- 
zsthetics, Westminster Hospital, are divided 
into three sections—introduction (chemistry), 
pharmacology, and clinical use. They are avail- 
able to medical and allied groups on application 
to Documentary Film Unit, May & Baker Ltd., 
Dagenham, Essex. 


ROYAL MEDICAL BENEVOLENT FUND 
CHRISTMAS GIFTS APPEAL 

Lorp Wess-JOHNSON, President of the Royal 

Medical Benevolent Fund, writes in his appeal 


for the Christmas Gifts Fund :— 

‘Again I appeal to members of the medical profession, 
whether subscribers to the Royal Medical Benevolent 
Fund or not, to send a donation for Christmas Gifts for 
beneficiaries of the Fund, all of whom are facing a time 
of special difficulty owing to the present high cost of 
living. Last year it was decided to send to each teneficiary 
a gift of £10, but the donations to the Christmas Gifts 
Fund were not enough to meet the cost, and half of this 
sorely needed help had to be taken from general funds. 
This cannot be done this year owing to the heavy calls on 
the Fund. I hope that there will be a generous response to 
this special appeal for Christmas Gifts, which are not 
only desirable but necessary and most deeply appreciated 
Let us warm the hearts of the beneficiaries of the Fund 
by showing them that they are not forgotten by their 
more fortunate colleagues’. 
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Donations and subscriptions, marked ‘Christ- 
mas Gifts’, should be sent to the Secretary, 
Royal Medical Benevolent Fund, 1 Balliol 
House, Manor Fields, Putney, London, S.W.15. 


N.A.P.T. CHRISTMAS SEALS 
THE annual Sale of 50 million Christmas Seals 
—the largest number ever issued—of the 
National Association for the Prevention of 
Tuberculosis opened on October 23 and will 
continue until Christmas. As in previous years 
the gift of the Canadian Tuberculosis Associa- 
tion, the seals, printed in red 
and green, show three de- 
lightful little cherubs. There 
is no mention of tuberculosis 
but each seal has a small 
double-barred Red Cross— 
international symbol of the 
fight against the disease. The 
seals cost 4s. per 100, and may 
be obtained from the Duchess 
of Portland, Chairman, NAPT, 

Tavistock House North, London, W.C.1. 


HUNTERIAN. SOCIETY’S NEW HOME 
An interesting ceremony took place on October 
5, at the Ciba Foundation, 41 Portland Place, 
W.1, when the Chairman of the Trustees of the 
Foundation, Lord Horder, opened the Library 
and Museum of the previously nomadic Hun- 
terian Society. Describing John Hunter as a 
man of international rather than national fame, 
Lord Horder emphasized the appositeness of 
the Society’s having found its first fixed home 
within the walls of a Foundation which had been 
established to promote international cooperation 
in medicine. 


ANTI-MALARIAL CAMPAIGN IN 
BRITISH HONDURAS 

Ma.ariA, endemic over the whole Colony, is 
the principal cause of ill-health and invalidism 
in British Honduras. A two years’ anti-malarial 
campaign, financed partly by the United 
Nations Children’s Emergency Fund, is now 
being wagec, having for its aim the spraying of 
every house with a solution of 5 per cent. 
emulsion of DDT in xylol twice a year. (Colonial 
Office Infermation Department.) 


PREMATURE BABY UNIT 
THE first premature baby unit constructed in a 
London undergraduate teaching hospital was 
opened in the Obstetric Hospital of University 
College Hospital, Huntley Street, London, 
W.C.1, on October 1. It admits babies born 
in the hospital as well as those born outside, 
who can be fetched by ambulance. The Unit 
consists of two nurseries, each of six cots, one 
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isolation nursery, a milk kitchen, and a ‘breast 
milk bank’, where human milk is stored in the 
frozen state. 


INTERNATIONAL GYNECOLOGICAL 
CONGRESS 
Tue Société Francaise de Gynécologie is 
holding a Jubilee Congress in Paris from June 
23 to 29, 1951. Particulars may be obtained 
from the Secretary-General, M. le Dr. Maurice 
Fabre, 1 Rue Jules-Lefebvre, Paris -IX¢. 


PUBLICATIONS 
Conquest.—This has been selected as the new 
title of the journal of the Research Defence 
Society which since 1921 has been known as 
The Fight Against Disease. It is also proposed 
to enlarge the scope of the journal by publishing 
it quarterly, or even bi-monthly, instead of twice 
a year as has been the practice hitherto, and to 
publish in it a series of articles drawing attention 
to the important advances in diagnosis and 
treatmefit which have been achieved as a result 
of animal experiments. The current issue, the 
first to appear under the new title, contains an 
article on anzsthesia, and one on chemotherapy 
and antibiotics. It also contains a notice of the 
nineteenth Stephen Paget Memorial Lecture, 
which is to be delivered by Professor E. D. 
Adrian in the physiology theatre, University 
College, Gower Street, W.C.1, on November 22, 
at 5.30 p.m. The subject is ‘Experiments on the 
Nervous System’. Copies of Conquest, which is 
issued free to members of the Society, can be 
obtained, price 2s. 6d. from The Research De- 
fence Society, 11 Chandos Street, London, 
W.1. 


Humanism, History, and Natural Science in 
Medicine, by F. M. R. WALSHE, M.D., D.SC., 
F.R.s. This reprint of the Linacre Lecture, 
1950, originally published in the British Medical 
Journal, will be warmly welcomed by all who 
are interested in the maintenance of medicine 
as a learned profession rather than a mere 
technology. Dr. Walshe can always be de- 
pended upon to be provocative, and this lecture 
is no exception to the rule. Many of the imp ica- 
tions of his philosophy of medicine will not be 
universally acceptable, but no one will lay down 
this pamphlet without having been stimulated 
to renewed thought on the fundamentals of 
medicine. (Edinburgh: E. & S. Livingstone. 
Pp. 30. Price 1s. 6d.) 


Medical Protection Society.—The Report of the 
Council for the year ended December 31, 1949, 
contains useful information on such topics as 
professional secrecy, certificates, professional 
evidence, fees of witnesses, and broken needles, 
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oo simplified 
device 

for 

Penicillin 

Powder 


(a) Discharge chamber H 
= ee inhalation ade, pam pwn He dE a 
(b) mouthpiece or (c) It is the Aerohalor—a small plastic inhaler with euineienants 
nosepiece for use with for oral or nasal inhalation. It is used with disposable 
(4d) Abbote Sifter Abbott Sifter Cartridges containing 100,000 units of finely 

Cartridge powdered crystalline penicillin G sodium. 

For oral inhalation the patient simply attaches the mouth- 
piece (b), inserts a cartridge of penicillin powder (d), and 
inhales, removing the apparatus right away from the area of 
the mouth when exhaling. Nasal inhalation is similar, using 
the nosepiece (Cc). The patient's respiration is the only 
motive power necessary. 

This form of treatment is indicated for infections of the 
upper and lower respiratory tract produced by organisms 
susceptible to penicillin. It is contraindicated only for in- 
fections not susceptible to penicillin, and for patients allergic 
to the drug. In one study, only 3 to 6 per cent. reactions, 
none serious, were reported in over 500 cases.* 

Ask your Abbott representative for a demonstration of the 
Aerohalor or write for comprehensive illustrated literature. 
ABBOTT LABORATORIES LTD., Wadsworth Road, 
PERIVALE, Middlesex. 

* The Inhalation of Penicillin Dust, J. Amer. Med. Assn. 
138 : 344, October 2, 1948 
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a inhaler 
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and records a number of interesting medico- 
legal cases. (Victory House, Leicester Square, 
London, W.C.2.) 


B.R.A. Review.—The first number of the new 
Quarterly Journal of the British Rheumatic 
Association (August, 1950) contains brief 
articles on home treatment of rheumatism, in- 
dustrialization of the rheumatic sufferer, the 
Almoner’s work in a Rheumatic Unit, ankylos- 
ing spondylitis, and various notes and news. 
The Review, edited by Dr. A. Garland, is in- 
tended for the lay reader. Subscription rate: 
10s. 6d. a year, post free; single copies 2s. 6d., 
postage 1d. (B.R.A., 5 Tite Street, London, 
S.W.3.) 


Distressed Gentlefolk’s Aid Association.—The 
53rd Report (April 1, 1948—March 31, 1950) 
records the death in her 99th year of the founder 
of the D.G.A.A., Miss Constance Mary Finn. 
The first aim of the Association is to try to 
help needy persons to live in their own homes 
among relatives and friends, and over 400 
pensions are being paid for this purpose. In 
addition, three nursing homes for those needing 
medical attention are run by the Association, 
the third, Rashwood Court, near Droitwich, 
having been recently added by the gift of Mr. 
and Mrs. Hugh Sumner. At the two older 
homes occupational therapy has been intro- 
duced with success. (Iddesleigh House, Caxton 
Street, London, S.W.1.) 


Vellore Christian Medical College Fubilee.—The 
Vellore Christian Medical College, recently 
affiliated to the University of Madras, is the 
only Christian medical college in India and 
Pakistan where men and women can take the 
M.B., B.S. We have received a reprint from 
The Times Educational Supplement, ‘Christian 
Medical Teaching in India’, and a pamphlet, 
‘Fifty Years’-Work at Vellore’. The Golden 
Jubilee Celebrations of the Hospital were held 
at Caxton Hall on October 12. (Secretary, 
‘Friends of Vellore’, Annandale, North End 
Road, London, N.W.11.) 


The Retreat, York.—The 153rd Report of this 
hospital for the treatment of nervous and 
mental illness, founded by William Tuke in 
1792, includes a brief account of musical 
therapy. The benefit of such therapy to certain 
types of patient is obvious, but some patients 
are just indifferent, and others are actively 
irritated by it. 


The Scottish Chemists’ Index of Modern Remedies 
(Mair) Fifth Series, contains about 250 new 
entries; deletions have been made in accord- 
ance with the British Pharmacopeeia 1948, and 
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revisions in accordance with the British Pharma- 
ceutical Codex, 1949. There is a useful list of 
British, American and Continental proprietary 
preparations ; a section is devoted to the National 
Formulary, 1949; and under the heading of 
‘Modern Remedies’ the different drugs are 
grouped according to their indications. (The 
Scottish Chemist, 240 Albert Drive, Pollok- 
shields, Glasgow, S.1, price 5s.) 


Favourite Prescriptions—This is a reprint in 
booklet form of the symposium in the July 
issue of The Practitioner. An additional article 
on ‘Favourite Prescriptions in Physical 
Medicine’, and a comprehensive index, have 
been included. (5 Bentinck Street, London, 
W.1. Price 4s.) 


The National Register of Medical Auxiliary 
Services: Speech Therapists, 1950.—The eighth 
edition of the National Register of Speech 
Therapists contains the names, addresses and 
qualifications of practising speech therapists in 
England, Scotland, Wales, Northern Ireland, 
Eire, and the Dominions; also of a speech 
therapist in New York City, U.S.A., and 
one in Spain. Practitioners will find a useful 
list of those speech therapists holding hospital 
appointments. (Free on application to the 
Board of Registration of Medical Auxiliaries, 
B.M.A. House, Tavistock Square, London, 
W.C.1.) 


Paramisan Sodium.—Herts Pharmaceuticals 
Ltd., Welwyn Garden City, have issued a 
booklet describing ‘a chemotherapeutic agent 
with tuberculostatic activity’ (sodium para- 
aminosalicylate). A bibliography of 95 papers is 
included, abstracts of which will be sent on 
request. 


OFFICIAL PUBLICATION 
Handbook for General Medical Practitioners is 
the title of a 98-page booklet which has been 
prepared by the Ministry of Health for distribu- 
tion to every general practitioner in the National 
Health Service. It is a factual summary of the 
working of the Service so far as general prac- 
titioners are concerned, and should prove a 
useful quick-reference for harassed practitioners 
until they ultimately master all the intricate 
details of the Service of which they constitute 
an essential part. The twelve appendices are 
particularly useful, including, as they do, such 
items as lists of ‘specially expensive drugs’, and 
the ‘general principles’ whereby foods and drugs 
and toilet preparations and drugs may be dis- 
tinguished. Foreign observers will be espe- 
cially interested in these appendices as examples 
of the impact of bureaucracy upon the practice 
of medicine. 
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OPINION is unanimous on the 
need for acid control in the 
treatment of peptic ulcer. It 
is the action of pepsin in a 
highly acid medium which 
prevents healing and predisposes 
to recurrence. 
This corrosive environment 
can be neutralised instantly by 
*ALUDROX’ therapy, which 
stabilises the stomach contents 


at pH 3.5—4.0, the optimum 





Unanimous 


condition for healing, since 
normal digestion is left 
unimpaired. 

*ALUDROX’ quickly relieves 
pain and in conjunction with a 
bland diet and rest promotes 
rapid healing of the ulcer. 
*ALUDROX” is available in 
two forms: an amphoteric 
gel in 6 oz. and 12 oz. bottles 


and as tablets in boxes 


of 60. 


‘Aludrox’ Aluminium hydroxide gel 


Trade Mark 


JOHN WYETH & BROTHER LIMITED 
CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 
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TAB. METHYLTESTOSTERON B.P. 
Glosso-Sterandryl—5, 10, 25 and 50 mg. 


INJ. TESTOSTERON. PROP. B.P. 
Sterandryl—5, 10, 25, 50, 100 and 500 mg. 


IMPLANT of 100 mg. Testosterone 


Sterandryl-Implant 
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OESTROGENS 


ROUSSEL 


TAB. ETHINYL-OESTRADIOL 
Ethin-Oestryl—0.01, 0.05 and | mg. 


INJ. OESTRADIOL MENOBENZ B.P. 


Benzo-Gynoestryl—| and 5 mg. 


IMPLANT of 20 mg. OESTRADIOL 


Gynoestryl-Implant 
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THE PRACTITIONER 
fifty Dears Ago 


NOVEMBER, 1900 


‘For out of olde feldes, as men seith, 

Cometh al this newe corn froe yeer to yere; 

And out of olde bokes, in good feith, 

Cometh al this newe science that men lere’. 
—Chaucer: The Parlement of Foules. 


Sir Henry AcLanp who died on October 16, 
1900, is described in “The Month’ as a ‘charac- 
teristic Oxford product of a generation that may 
almost be said to have passed away with him. 
He was an elegant scholar, with a mind highly 
cultivated in many directions and stored with 
much various learning, which included a con- 
siderable knowledge of medicine. But he was 
neither a great teacher nor a great physician . . . 
Perhaps Sir Henry Acland’s principal service 
to medicine was to shed the lustre of his gentility 
and academic polish on the profession which he 
had condescended to adopt’. Apparently his 
father ‘held the healing art in such singular 
esteem that he was anxious that one of his sons 
should be bred to physic. In deference to the 


paternal wish, Sir Henry determined to enter the 
profession of medicine, though people of “good 
family” did not then, to use Ibsen’s phrase, do 
such things’. Acland had a distinguished career, 
and a host of honours came his way: he was 
Regius Professor of Medicine at Oxford from 
1858 to 1894, President of the General Medical 


Council for thirteen years, and honorary 
physician to King Edward VII, when Prince of 
Wales. His chief recreation was yachting. 

On the time-honoured, yet perennially new, 
question of the preliminary education of the 
doctor, the Editor remarks that ‘it forms directly 
or indirectly the subject of nearly all intro- 
ductory addresses; it vexes the souls of parents 
and guardians, and it rouses fierce ire in the 
heavenly minds of schoolmasters. And like Mr. 
Montague Tigg’s famous riddle, “When is a 
man in jail like a man out of jail?”’, it still re- 
mains unanswered. Should the intellectual baby 
food of our future doctors be the dead tongues 
of Greece and Rome, or the living languages of 
France and Germany? . . . in his admirable 
address delivered at the commencement of the 
winter session of the Faculty of Medicine of 
the University College of South Wales, Sir 
John Williams seems to suggest a possible third 
term to the problem, in the form of Welsh’. 
Some years ago, we are reminded, Sir John, 
‘with a fine feeling of patriotism which the 
colder-blooded Saxon may well envy, en- 


deavoured to induce the University of London 
to put Welsh on an equal footing with French 
and German among the voluntary subjects of 
the Matriculation Examination. The Senate 
seems to have considered the proposal too 
revolutionary to be entertained’. 

In an Original Communication entitled “The 
Surgery of the Stomach’, Albert Carless, Sur- 
geon to King’s College Hospital, warns against 
‘the iniquity of sending a patient with a per- 
forated ulcer in a cab or railway carriage to a 


Sir Henry Aciand (1815-1900). 
hospital. We have seen this practice followed, 
and our humanity has been staggered at the re- 
sult as we took handfuls of lymph out of 
Douglas’s pouch’. 

Fifty years ago considerable doubt still existed 
as to whether the treatment of appendicitis 
should come within the province of the physician 
or the surgeon. Herbert William Allingham, 
Surgeon to the Great Northern Hospital, 
suggests that ‘It is far safer to trust an appendix 
case to a common-sense, capable, aseptic sur- 
geon than merely to wait and watch. Even if 
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Firry YEARS AGo 
nothing serious be found on operating, no harm 
is done, whereas by waiting nothing is to be 
gained, and perhaps a life is lost which should 
have and could have been saved by early sur- 
gical interference’. 

Preparation are already being made for the 
Tenth International Congress of Dermatology, 
to be held in London in the summer of 1952, 
so that it is of interest to read the late Sir 
James Galloway’s comments on the Fourth 
International Congress in Paris fifty years ago. 
One of the subjects for discussion was eczema, 
in which ‘the main feature was the destructive 
criticism brought to bear upon the conception 
of eczema which has been so strongly enforced 
by Unna, and especially the complete want of 
credit obtained for the ‘“‘morococcus”’ as the 
specific cause of the disease. This organism . . . 
was shown to be nothing else than a slightly 
virulent form of the staphylococcus albus’. 

The exact nature of sarcoidosis remains as 
obscure as it was in 1899 when it was first 
described by the Norwegian dermatologist 
Cesar Peter Moeller Boeck. At the Congress, 
Dr. Boeck expressed the view that the tubercu- 
lides were ‘of toxic origin and due to the 
absorption of poisonous materials from other, 
possibly latent, foci of tuberculosis’. 

‘Physiology: A Manual for Students and 
Practitioners’, by Howard D. Collins and 
W. H. Rockwell, Jun., is described as ‘a 


sketchy account’, containing ‘mistakes both of 


continued 
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omission and commission . . . The section upon 
“ductless glands’’ contains practically no in- 
formation at all, and there is no mention made of 
the supra-renal capsules, nor is there any 
suggestion of an “internal secretion’”’’. This 
criticism is amply justified, as some five 
years previously Sir Edward Sharpey-Schafer 
and George Oliver had prepared an extract 
of the suprarenal which, when injected, raised 
the blood pressure. The active principle 
in pure commercial form (adrenaline) was made 
available to the medical profession in 1901 by 
Parke, Davis & Co. of Detroit, as a result of 
brilliant research by the Japanese-American 
chemist Jokichi Takamine. 

‘Practical Notes’ include a 
recent remedies for diabetes mellitus: pan- 
creatic extract, liver extract, ox-gall, thyroid 
extract, yeast, manganese dioxide, jambul, 
uranium nitrate, mercuric chloride, methylene 
blue; ‘but none of these has supplanted or given 
such uniformly good results as opium and its 
alkaloids, morphine and codeine, arsenic and 
antipyrin’. Jambul, which was supposed to re- 
strict glycogenesis, is obtained from the bark 
and seeds of Eugenia Jambolana, but has since 
gone out of pharmaceutical fashion. It is inter- 
esting to read that mercuric chloride was be- 
lieved by A. Meyer ‘to exert a specific action 
upon suppositious ptomaine or bacterium, which 
he considers to be the cause of the disease’. 


W.R.B. 


bizarre list of 


Steroid Hormones 


in Mammary 


Carcinoma 


In the treatment of inoperable breast carcinoma both testosterone com- 
pounds and oestrogens have a definite palliative effect in many cases. 
Permanent remission of the disease cannot be expected, but a sufficient 


prolongation of life and relief of pain may follow the use of these hormones 


to justify their trial when other methods have not been si signally successful. 


Note: 


Androgens in effective doses may produce masculinisation. 


(Estrogens 


should not be used unless five years have elapsed since the menopause. 


Full information on the use of 


*TESTOVIRON’ (Testosterone Propionate B.P.), 

*‘ORAVIRON’ (Methyltestosterone B.P.), 

*‘PROGYNON B. OLEOSUM’ (Cstradiol Monobenzoate B.P.) and 
‘ETHIDOL’ (Ethinyl Cstradiol) will be gladly supplied on request. 


BRITISH db SCHERING 


229-231, 


Kensington High Street, 


LIMITED 


London, W.8 Telephone: WEStern 8111 
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One *Franol’ tablet each night is sufficient 
in most cases to forestall the nocturnal 
asthmatic attack. It combines ephedrine to 
relieve bronchial spasm, theophylline to 
dilate the bronchioles, and ‘Luminal* to 
mitigate apprehension. Taken regularly, 
*Franol’ brings an all-round improvement 
in appetite, weight and general condition 

* Franol* tablets are available in packings of 
20, 100, 500 and 1000. Medical literature 
will gladly be sent on request 


‘ 5 
rano trade mark. brand of anti-astnmat« 


CETED rroovcrs LTO Africa House Kingsway London WC? 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tut Most Hon. THE MARQUESS OF EXETER, K.G., C.M.G., A.D.C. 
Medical Superi dent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


Super 

This Regi d Hospital is si d in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from incipient mental disorders, or who wish to prevent recurrent attacks of mental were te rary 
patients, and certified a st pod of both sexes are received for treatment. Careful clinical, lochemical, bac- 
teriological and Private rooms with special nurses, male or = in the Hospital 
or in one of the numerous ‘villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hos: rt- in detached grounds with a separate entrance, to which patients =. be ad- 
mitted. It is equipped with all the apparatus for the P 1g hone pats yi Ly Jervous 
Disorders by the most —) me ; insulin tr bl ble cases. It contains special 
departments for hydrotherapy by various methods, including Turkish and yo baths, the prolonged immer- 
sion bath, Vichy Beuche, Scotch Douche, Electrical baths, Plombi-res treatment, &c. bing ,t- an J aa 
Theatre, a Dental Surgery, an X-Ray Room. an Ultra-Violet Api tus, and a Department fo: aan 
High-Frequency treatment. It also contains Laboratories for biochemical, becterislegionl, and 7 ee 
research. Recksdhesnpeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are sev ~~ apne establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and veg lied to the Hospital from the farm, gardens, and 


orchards of Mou ton Park. Occupational therapy is a comes of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 
BRYN—Y—NEUADD HALL 
The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Llanfairfechan 
quate < the finest scenery in North Wales. On the ae oes side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for — ad periods. ‘The Hospital has its 
own | vipa yt bathing house on the seashore. There is trout fishing in the park. 




















the branches of the Hospitz! ae 1 are — grounds, football and hockey grounds, lawn tenns 
courts (grass and hard courts) croquet grounds a courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for ndicrafts, such as a 3 &c. 
For terms and further particulars apply to the Medical Superi dent ( Pp 
Northampton), who can be seen in London by appointment. 
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RUTHIN CASTLE 
NORTH WALES 


A Private Clinic, the first 
in Great Britain, for in- 
vestigation and treatment 
of all forms of disease, ex- 
cept infectious and mental 
“Could I have a cup, Nurse?” 
If it is difficult to get to sleep because your 
Nursing, dietetic, massage, x-ray and mind is oOver-active, Bourn-vita will help 


you to calm down. Or if you find it hard 
laboratory departments to relax your tired muscles, Bourn-vita will 
Central heating and a lift to all floors induce a soothing restfulness. Doctors as 
well as patients find a last-thing cup of 
Bourn-vita a wonderful help in settling off 
to sleep. 


Inclusive charges Apply Secretary CADBURYS 


TELEPHONE: RUTHIN 66 BOURN-VITA 
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A glass of DRY FLY SHERRY is the 
ideal aperitif, and is a gracious welcome to your 
guests. Obtainable all over the world from 


your own Wine Merchant, or from: 


FINDLATER MACKIE TODD & CO. LTD. 


. Wine Merchants to H.M. The King. 


rnoouct oF sean fl Wigmore Street, London, W.|. 


The price is 20/- a bottle 








%& The du Maurier filter tip is purely 
functional ; it is scientifically made to prevent 
irritation to the throat and mucous membranes. 
Interleaved layers of vegetable tissue and 
cellulose fibre trap pyridine bases and other non- 
volatile bodies, thus bringing out the full flavour 
of the tobacco without a trace of harshness. 


THE CIGARETTE WITH THE EXCLUSIVE FILTER 











THE PRACTITIONER 





The problem was 


to neutralise aspirin and to make it soluble. 


The problem has now been solved. 


Aspirin is acidic, sparingly soluble, and for many subjects a gastric 
irritant. By contrast, its calcium salt is neutral, soluble and bland. 
Unfortunately, however, calcium aspirin as ordinarily presented 
is unstable, and thus, sooner or later, becomes contaminated with 
the breakdown products, acetic and salicylic acids. In ‘Disprin’ 
the problem of providing calcium aspirin in stable and palatable 
form has been solved. Extensive clinical trials show that 
Disprin in large dosage and 
over prolonged periods, can be 
tolerated without the develop- 
ment of gastric and systemic 
disturb-nces, except in cases of 


extreme hypersensitivity. 


D S P R N™ 


Neutral, stable, soluble, palatable calcium aspirin 


On prescription Disprin is free of Purchase ‘Tax. 


Clinical sample and literature supplied on application. 


RECKITT @& COLMAN LTD., HULL AND LONDON (PHARMACEUTICAL DEPT., HULL) 
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ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited for service as MEDICAL OFFICERS IN THE ROYAL NAVY preferably 
below 28 years. They must be British subjects whose parents are British subjects and be medically 
fit. No examination will be held, but an interview will be required. Initial entry will be for 
after which gratuity of £600 (tax free) is payable, but permanent 
Ante-dates of seniority up to 12 months 
For full details apply Medical Director- 


four years’ short service, 
commissions are available for selected short service officers. 
may be given for service in recognised civil hospitals. 
General, Admiralty, $.W.1. 
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Morace: AN EXercise IN PREVENTIVE MEDICINE 
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Capsules 


An important advance in sodium salicylate 
medication 


Each glutinised capsule contains 0.50 gm. | 
chemically pure sodium salicylate. The low 


salicylic content of each capsule permits 
gradual and continuous administration and the 


special coating ensures slow disintegration 
within the Intestine and thus continuous 


absorption without saturation or gastric 
irritation. 


INDICATIONS 


Acute articular and extreerticular rheumatism and its 
complications 


Rheumatic pains, infections, and hepatic disorders 


In packings of 50, 200 and 1,009 capsules 
Literature and somples on request . . . 


CONTINENTAL LABORATORIES, LTD 


101 Great Russell Street, London, W.C.1 











*PERNIVEE? 
LOR CHIEBLAINS 


Tablets containing Acetomenaphthone B.P. 
and Nicotinic Acid B.P. 


Pernivit is an effective preparation for the 
treatment and prevention of chilblains 
because it utilises the vasodilator pro- 
perties of nicotinic acid and the effect of 
vitamin K in maintaining normal blood 
coagulability and vascular permeability. 
Itching and inflammation are quickly 
relieved. 


Pernivit is available in bottles of 
$0 and s00 tablets - 


Literature and samples will be forwarded on request 


. MEDICAL DEPARTMENT 
THE BRITISH ‘DRUG HOUSES LTD. LONDON N.1- 
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